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The Medical Clinics of North America bring you— 
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Beginning this February, a new quarterly publica- 
tion, The Pediatric Clinics of North America, will 
present an on-the-spot picture of pediatric practice 
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Issued serially, one illustrated volume of about 250 pages, every third month. 


Regular book binding. Per year (4 numbers): $15.00. Sold only by a 
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America are books, not journals. They carry no 
advertising, are fully indexed and are devoted 
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medicine, surgery and pediatrics. 
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When Laxation Must 
Prompt 
Depend SAL HEPATICA 


Sal Hepatica’s action has a sound 
pharmacologic basis because:- 


J It passes rapidly through the stomach. “The 

emptying time of the stomach is actually shortened by 
reducing the gastric acidity.”' Sal Hepatica is antacid. 
“Effervescent mixtures decrease the emptying time of 
the stomach.”* Sal Hepatica is effervescent. 


y J In the intestine it promptly stimulates peristalsis. 

Sal Hepatica, by osmotic action, draws water into the 
intestine; the increased fluid bulk initiates peristaltic 
action. Evacuation usually follows promptly. 


Pleasant-tasting Sal Hepatica provides 
APERIENT 


promptgentlelaxation without griping. Being 
a antacid, it relieves the gastric hyperacidity 
LAXATIVE frequently accompanying constipation. 
REFERENCES : 


1. The Physiological Basis of Medical Practice. 1945, p. 486. 
2. New England J. Med. 235:80, July 18, 1946, 


CATHARTIC *Taken before breakfast, results will usually be achieved 
within an hour; taken one-half hour before supper, results 
will be obtained before retiring. 


ANTACID, EFFERVESCENT, 
SALINE LAXATIVE 


PRODUCT OF BRISTOL-MYERS ¢* 19 WEST 50 STREET * NEW YORK 20, N. Y. 


}} 
A GENTLE, 
Antacid 
RVESCENT SARI 
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Fig. 6, Case 103 after 4 months PRANTAL therapy. 
* Heineken, T. S.; Rev. Gastroenterol. 20:829, 1953. 


P hi A N TA L .--relieves pain 


facilitates healing -“least side actions”* 
widest variety of dosage forms 


Prantac® Methylsulfate, brand of diphenmethanil methylsulfate. 
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FOR SPRAINS, 
STRAINS AND 
MUSCLE SPASM 


a new, powerful unction 


‘Rubiguent’ supersedes all surface applications 
for relief of pain by the use of the potent new 
penetrative agent, methyl nicotinate, in conjunc- 
tion with the powerful vasodilator, histamine. 
Methyl nicotinate opens the way for the histamine 
to penetrate tissues rapidly. There it promotes 
prolonged, pain-relieving hyperemia, comforting 
analgesia and soothing warmth. 


...for symptomatic relief of muscular aches, 
pains and stiffness associated with fatigue, over- 
exertion, muscle strains, fibrositis, arthritis, neu- 
ritis, sprains . . . during physical rehabilitation 
following immobilization for fractures; to calm 
the symptoms in bronchitis and other respiratory 
disorders. A non-greasy, cosmetically pleasing 
cream, requiring only gentle surface friction for 
application. 


*Trademark of related company Philadelphia 2, Pa. 
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But it would take about 
that many eggs to equal 
the 25 mg. thiamine 
content of a single capsule of 
“Beminal” Forte with Vitamin C. 
Also included are therapeutic amounts of 
B complex factors as well as ascorbic acid 
which render this preparation particularly 
suitable for use pre- and postoperatively, 
and whenever high B and C vitamin 
levels are required. 


No. 817—Each capsule contains: 
Thianfine HCI (By)... . : 
Nicotinamide . 


Vitamin C (ascorbic acid) 100.0 mg. 


with 


Ayerst, McKenna & Harrison Limited « New York, N. Y. + Montreal, Canada 


: 
aa 
You wouldn’t prescribe 400 eggs a day! Fi 
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| | 
Cale. pantothenate ..... 10.0 mg. 
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PREFERRED IN ROUTINE 


@ Headache 
@ Dysmenorrhea 
@ Tension Headache 
@ Migraine Acetyl-p-aminophenol ................ 300 mg. 
@ Colds and Grippe 200 mg. 
Raphetamine ( i hetamine 
@ Post Partum Pain Metropine® (methyl atropine nitrate) .... 0.5 mg. 
DOSAGE 
QUICK ACTING Adults: 1 to 2 tablets every 3 to 4 hours 
NON-ACID SUPPLIED 
In bottles of 100 and 1000 
NON-NARCOTIC Write for complimentary supply. 
NON-BARBITURATE 
BY R. J. STRASENBURGH CO., ROCHESTER 14, N. Y., U.S.A. 
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2 
unt 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS iegenst A.O.A. 


ebruary, 1954 


Mandelamine’ admitted to 


In selecting “therapeutically active agents... which reflect the best state of medical knowl- 
edge today,”’ and meet the requirements of its policy on scope, the U. S. P. Committee 
on Revision has admitted to the U. S. P. XV 


METHENAMINE MANDELATE known to you as MANDELAMINE. 


In urinary tract infections, MANDELAMINE provides bacteriostatic and bactericidal action 
of approximately the same order as sulfonamides or streptomycin. Unlike sulfonamides 
and antibiotics used in urinary tract infections, bacteria do not develop resistance to 
Mandelamine; this makes Mandelamine especially suited for long continued therapy of 
chronic conditions. No serious toxic effects have ever been reported as a result of 


Mandelamine therapy. The only contraindication is renal insufficiency. 


Adult dosage: 3 to 4 tablets t. i. d. Children: in proportion 


NEPERA 


Chemical Co., Inc. 


“‘Mandelamine” is a trademark Reg. U. S. Pat. Off. of Nepera Chemical Co., Inc., for its brand of h 


8 
U. S.P. 
* 
== 
Pharmaceutical Manufacturers » Nepera Park + Yonkers 2, N. Y. 
mandelate. 
- 


id tablets are 
specially ¢Onstructed to 
release| Hydrochloric 
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ip 
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i" a low-priced diagnostic x-ray unit that 


offers complete reliability and flexibility for , 


both radiography and fluoroscopy. A single-tube 
combination unit with a table-mounted tube stand, 
Maxicon ASC provides two-tube efficiency at one- 
tube cost. 

It’s the same story regardless of the x-ray equip- 
ment or supplies you need: At General Electric 
your money buys more performance . . . more de- 
pendability. This is the predictable results of Gen- 
eral Electric's never-ending search for ways to 


Like all G-E products, Maxicon 
ASC can be yours without initial 
capital investment on G-E’s 
Maxiservice® rental plan 


Maxicon ASC is just 
one example of how 
General Electric x-ray 
equipment leads the 
way in performance 


improve the x-ray and electromedical apparatus 
available to the medical profession. 

Backing this broad line of quality equipment is a 
network of strategically located, factory-operated 
district offices. Through them, a highly trained x-ray 
specialist is available to you at all times. 

Whatever your diagnostic or therapeutic needs. 
call your G-E x-ray representative. Or write X-Ray 
Department, General Electric Company, Milwaukee 
1, Wisconsin, Rm. R-21. 


You can put your confidence in — 


GENERAL ELECTRIC 


FEATURE MAXICON | UNIT UNIT UNIT 


ASC Y z 


Table positions from 10° Trendelenburg to vertical 


Yes 


No other 


Variable speed table angulation 


Radiation-protective table panels 


low-priced x-ray unit 


18-in. focal-spet to table-top distance for fluoroscopy 


includes all these 


Counterbalanced tube stand, providing adjustable focal- 
film distances up to 40 in. 


Signal-light centering system for Bucky radiography 


plus features 


Provision for cross-table radiography 


12-step line-voltage compensator 


Automatic selection of large or small focal spot 


45 x 78-in. or less space requirement 
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EE Protection against hunger pangs 


Obocell Complex contains d-Amphet- 
amine and Nicel.* Appetite is curbed _ 
at meals. Nicel sustains control by ex- 
tending the effects between meals. 


E2 Protection for his damaged liver 


Obocell Complex contains choline,’ 
best for transporting neutral fat, and 
inositol, considered superior in trans- 
porting cholesterol. 


EJ Protection for his enzyme systems 


Obocell Complex supplies thiamine, 
riboflavin and niacinamide in amounts 
recommended by Zelman.' These vita- 
mins are essential in intermediary car- 
bohydrate metabolism and oxidative 
processes. 


1. Zelman, S.: Arch. Int. Med. 90: 141, 1952. 


A NEW PRODUCT ANNOUNCEMENT 
Each Obocell Complex capsule supplies: 
d-Amphetamine Phosphate (dibasic) 


Bottles of 
50 and 500 


Thiamine Mononitrate 0.8 mg. 
1.2 mg. 
Niacinamide 

*Irwin-Neisler's Brand of High Viscosity Methylcellulose. 


IRWIN, NEISLER & COMPANY «+ DECATUR, ILLINOIS 


eiogh atient 
ty 
5 mg. 
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CHECK pain, fever and discomfort 
of COLDS, GRIPPE, FLU 


CHECK the advantages of 


TRADEMA 


(Buffered ‘N-acetyl-p-aminophenol, Ames, 0.3Gm) 
eflervescing analgesic-antipyretic 


more rapid, refreshing relief 


assured fluid intake 


protective alkaline factor 


notably well-tolerated 


safer control—R, only 


Availability: Box of 50, individually foil-wrapped 
tablets. 

NOTE: Apamide-Ves offers your arthritic patients a 
pleasant change. It is especially valuable for those who 
cannot take salicylates. 


Samples and literature upon request 


(ay) AMES 


COMPANY, INC+ ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 
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: 
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*Trademark of The Central Pharmacal Co. 
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fm | 
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é 
IT REALLY DOESN'T MATTER 
WHICH CAME FIRST 
TREATS BOTH PAIN AND SPASM --: | 
EFFECTIVELY MULTANEOUSLY 
| 
NEOCYT com- Each ENTAB* (enteric-coated tablet) contains: 
bines potentiated | Sodium Salicylate 9.25 Gm. (48) 
cylate therapy with | Para-Aminobenzoic Acid 0.95 Gm. 
the dramatic muscle- | 20.0 mg, (1/8 
relaxant action of phy- Physostigmine Salicylate mg: (1 / 950 gr-) 
sostigmine — minus its | Homatropine Methylbromide 0.50 (1/120 
muscarinic effects. bottles of 200, 500, and 1000 ENTABS: 
a THE CENTRAL PHARMACAL COMPANY ° SEYMOUR: INDIANA 
propucts BORN OF CONTINUOUS RESEARCH 
sn 
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a heal advance in control of 
rheumatic pain and spasm 


greater predictability * greater safety 


mephenesin “solubilized”* by sodium salicylate 


MEPHOSAL (capsules, tablets, elixir) combines the safe, 
skeletal-muscle relaxant mephenesin made freely soluble 
by the primary rheumatic analgesic, sodium salicylate — 

and thus more readily available. The result is predictable, 

faster relief from pain and spasm in over 70% of rheumatic 
patients as against 55% with salicylates alone, and unpredictable 
relief with comparatively insoluble mephenesin alone. 


IMPORTANT—now 3 dosage forms of MEPHOSAL—for greater flexibility and convenience. 


Each capsule contains: 
Broad range, general Sodium Salicylate ........ 250 mg. 


: (does not contain homatropine methylbromide) 
rheumatic therapy Dose: 1 or 2 capsules every 3 or 4 hours. 


MEPHOSAL TABLETS Each tablet contains: 
For rheumatic cases with Sodium Salicylate ........ 125 mg. 
associated g.i. disturbance Homatropine Methylbromide .. . . 1.25 mg. 


Dose: 2 or 3 tablets every 3 or 4 hours. 


MEPHOSAL ELIXIR Each teaspoonful (4 cc.) contains: 
For rheumatic cases with Sodium Salicylate... ..... 400 mg. 
associated g.i. disturbance Homatropine Methylbromide ... . 2.5 mg. 


Dose: 1 teaspoonful every 3 or 4 hours. 
Special note: MEPHOSAL TABLETS and MEPHOSAL ELIXIR 
both contain homatropine methylbromide. 


All dosage forms should be given preferably after meals or with a little milk. 
There are no real contraindications to the use of MEPHOSAL— no fear of serious toxic reactions—no fear of blood dyscrasias. 


Dease —when prescribing specify the dosage form clearly. 


SAMPLES and 
literature on request. CROOKES LABORATORIES, INC. (Crcotes) MINEOLA, N. Y. 


*Patent applied for Therapeutic Preparations for the Medical Profession 


| | 
| 


this 
underweight 
patient 


could 


gain 15 pounds 


ith 
Micronized emulsion of coconut oil (50%) and sucrose (124%) 


caloric boost 
without gastric burden 


100 it n 
New York 1,.New York 
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effective aid to digestion 


and assimilation of foods 


digestaml 


Cnvttew aids protein digestion 
through the release of HCl from 
betaine hydrochloride and through 
the subsequent action of the pan- 
creatic enzyme, trypsin. 


Special layered construction 
ensures separately timed action 
of essential digestants for 
maximum therapeutic effect 


Each CONVERTIN tablet provides: 


a sugar-coated outer layer containing 
Betaine Hydrochloride . 130.0 mg. 
(Equiv. 5 minims Diluted Hydrochloric Acid U.S.P.) 


Oleoresin Ginger 


surrounding an enteric-coated core of 


Pancreatin 62.5 mg. 
(Equiv. 250 mg. U.S.P.) 

Desoxycholic Acid ....° 

Chlorophyllin....... 


DOSAGE: 2 tablets with or just after 
meals; clinical experience has shown that 
dose may be reduced, usually after 

first week, at physician’s discretion, 


B.F. ASCHER & COMPANY, INC. 
Ethical Medicinals 
KANSAS CITY, MO. 


aids carbohydrate diges- 


tion through the action of the 
pancreatic enzyme, amylopsin. 


Conve aids fat digestion through 
the action of desoxycholic acid (a 
pure bile acid) and the pancreatic 
enzyme, steapsin. And for patient- 
comfort ...CONVERTIN contains the 
carminative, oleoresin ginger. 


Available on prescription at 
leading pharmacies in 
bottles of 84 and 500 tablets. 
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"a Complete line 
of diagnostic equipment 


From versatile, lafge-capacity 


300 MA equipment to general-utility 


expensive. That's a 
GUARANTEE. 


Serving Radiologists, Hospitals, 
Specialists Of All Kinds, General Practitioners 


20 MA unitsf Profexray apparatus can 
do everything any comparable 
x-ray“equipment can do — in 
. both quality and quantity 
— but Profexray uhits are far less 
specific 
= PROFESSIONAL EQUIPMENT COMPANY 
1409 North Ist Avenue Maywood, Illinois 
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Restored to 


WORKING EFFICIENCY 


by the Antirheumatic and 
Analgesic Properties of 


fl 


PABIRIN 


An effective salicylate response, adequate to 


relieve the discomfort of a host of arthritic 
and rheumatic affections, is readily produced 
by Pabirin. High blood levels are quickly 
achieved and maintained because of the in- 
hibiting effect of PABA on salicylate excre- 
tion. Pabirin provides acetylsalicylic acid, 
widely regarded as the best tolerated and 


most efficacious of all salicylate compounds. 


Higher Potency... Sodium-Free 


Each Pabirin capsule now contains, in addi- 

tion to 5 gr. each of acetylsalicylic acid and 

PABA, 50 mg. of ascorbic acid. Six capsules 

daily thus supply a full therapeutic dose of 

ascorbic acid to prevent an excessive drop in 

vitamin C blood levels. Because Pabirin is 

sodium-free, it can be freely given between 

‘ courses of ACTH or cortisone therapy, as 

Each capsule now contains: well as to cardiacs and hypertensives. Aver- 


Acetylsalicylic acid ’ age dose, 2 or more capsules 3 or 4 times daily. 
Para-aminobenzoic acid 
Ascorbic acid 


Pabirin is available at all pharmacies. SMITH-DORSEY 


Lincoln, Nebraska 


a PREPARAMION A Division of THE WANDER COMPANY 
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for the first time 


PHYSOSTIGMINE 


To lyph \ 


safe effective relaxation 


of skeletal muscle spasm without loss of normal muscle 
tone or function. 


Exerts the full spasmolytic action of Tolyspaz 
(Chimedic brand of mephenesin) plus the beneficial 
effects of physostigmine and atropine on the neuro- 
muscular system. 


TOLYPHY is specifically designed for the relief 
of pain, for increased range of motion and restoration 
of normal function in a wide variety of conditions com- 
plicated by skeletal muscle spasm or neuromuscular 
hyperirritability : 


Arthritis, fibrositis, torticollis, bursitis, myositis, 
low back pain. In paralysis agitans the primary pathol- 
ogy in the central nervous system is often irreversible, 
but TOLYPHY helps bring relief from the stiffness, 
tremor, rigidity and painful muscle spasm. 


Literature and samples of TOLYSPAZ and TOLYPHY available. 


Please send me: 
Literature and samples of TOLYPHY 
Literature and samples of TOLYSPAZ 


Name 
Address 


CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Ave., Chicago 40, Ill. 
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MAKE YOUR STERILIZERS 


The Castle TH ERMATIC SYSTEM is adaptable to any standard make 


of cylindrical or rectangular pressure sterilizer . . . virtually all models 
whether old or new. Only three component mechanisms . . . CLOCK — 
CONTROL — LOCK .. . comprise the complete electromatic system. 


1. CLOCK (Tempotherm*) . . . Timer, Recycler 


The Tempotherm Clock may be installed as an independent unit to 
provide the service of visual timing and automatic recycling. Manual 
operation of all actuating valves is required. Recycling is automatic 
in the event chamber heat falls below sterilizing temperature during 
the exposure period. 


2. CONTROL (Thermatic Control*) . . . Mechanically Actuates Cycle 


The Thermatic Control assembly automatically actuates all successive 
phases of jacket and chamber heating, sterilizing and cooling, in 
proper sequence, as one uninterrupted cycle. The Control functions 
only in conjunction with the Tempotherm Clock. 


3. LOCK  (Sterilock*) . . . Impounds the load 


The Sterilock unit serves to impound the load from the instant the 
safety door is secured throughout the total consecutive phases of the 
sterilizing cycle. It functions only in conjunction with the Clock and 
Control mechanisms. By its operation, the sterilizer door cannot be 
opened until the flashing signal on the Clock indicates that sterilizing 
has been accomplished. 


IMPORTANT— The Castle Thermatic System may be installed as: CLOCK 
only . . . CLOCK-CONTROL only . . . CLOCK-CONTROL- 
LOCK complete, to provide the degree of automatic operation 
and safety control demanded. 


*Trademark Reg. U.S. Pat. Off 


WRITE TODAY for complete information 


WILMOT CASTLE COMPANY 
1190 University Avenue Rochester 7, N. Y- 


STERILIZERS AND LIGHTS 
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announces 


important new aid 
to chest surgery 


No. 
THORACIC THERMOTIC 
DRAINAGE PUMP 


Developed to meet rigid standards of chest surgeons, the 
new Gomco No. 766 Thermotic Thoracic Pump provides 
constant, gentle intrapleural suction to re-inflate the lungs 
immediately following operation, and to help maintain 
inflation during the succeeding crucial forty-eight hours. 
Suction is within the established safe range (0 to 25 cm. 
of water) to prevent hemorrhage, yet volume is high 
enough to handle cases where leakage is present. Silent, 
attention-free and completely dependable, the 766 is a 
valuable post-operative aid to the chest surgeon. Operates 
on 115 Volts, 60 Cycle, only. Your dealer will be happy 
to give you any further information you may desire. 
Why not call him or write us? 


GOMCO SURGICAL MANUFACTURING CORP. 


830-M E. FERRY STREET, BUFFALO, NEW YORK 
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the traffic moving! 


Journal A.O.A. 
February, 1954 


WHEN THERE is a traffic jam of fat accumulated in 
the vital organs of any of your patients aged 35 or 
over, it may be a danger signal that can be a fore- 
runner of arteriosclerosis, hypertension, disturbed fat 
metabolism and liver disorders. 

It is extremely important to keep the fat traffic 
moving to mobilize fat from these vital organs and 
utilize it in energy metabolism. Now Vitaminerals 


introduces a new dietary food supplement, VM. No. 
22. This new formulation contains the important 
lipotropes—choline, methionine, betaine and inositol, 
fortified by members of the vitamin B Complex in 
generous potencies. Where there are indications 
pointing to the accumulation of fat in vital organs, 
especially in those of middle or advanced age, it may 
be well to consider Vitaminerals formula, VM. No. 22. 


ITAMINERALS INC. 


Glendale 1, California 
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an evaluation of 
THE WHOLE FRESH ORANGE 


AS A DIET FOOD 


More and more nutritionists are recognizing the 
values whole fresh oranges can contribute to almost 
every type of diet. 

They are appearing in many diets today because 
fresh oranges, peeled and eaten, provide significant 
help in solving two of the basic problems involved 
in most diets. 


1 e While relatively low in calories, the bulk 
and natural fruit sugars of fresh oranges 
help satisfy appetite. 


2. Under a restricted food intake, the vita- 

min and mineral content of foods pre- 
scribed becomes more important. The 
ratio of vitamins and minerals to calories 
is high in the orange. 


Furthermore, while the value of orange juice with 
its high content of vitamin C should certainly not 
be minimized, several of the valuable factors in 
oranges are found in greater quantity in the meat 
of the fruit. 

These substances include carotene (which helps 
satisfy the vitamin A requirement), bioflavonoids, 
inositol (a lipotropic B vitamin), and the protopec- 
tins, which have a useful physiological effect as dis- 
tinguished from a nutritional value. 

Considering these many values of the whole 
orange, doesn’t it seem sound procedure to include 


fresh oranges in the diets you may recommend? 


Sunkist Navels are generally regarded 
as the world’s finest eating oranges. Rich in 
flavor, no seeds, and easy to peel. 
Sunkist Growers, Los Angeles 54, California. 


Sunkist CALIFORNIA-ARIZONA NAVEL ORANGES 
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How Carnation protects the baby’s 
formula from farm to bottle 


(2) Carnation supplier dairy herds 
and farm equipment are ins 
regularly by Carnation Field Serv- 
ice Men. Only milk meeting Carna- 
tion’s high standards is accepted. 


Guards Your Recommendation \ 


Five Important Ways We 


(3) In the Carnation Laboratories, 


: continuing research guards the 
(1) Here, at the famous Carnation Farms near Seattle, purity and the nutritive values 
Carnation’s vigilance begins. of Carnation Milk—develops new 


Cattle from the world-champion Carnation bloodlines 

are shipped to Carnation supplier herds throughout 

America. 

Thus, daughters of such famous champions as Carna- 
tion Ormsby Madcap Fayne and Carnation Homestead 

Daisy Madcap help in improving the milk supply of 

Carnation plants. 


A NEW IDEA (4) Every drop of Carnation Milk - 
shave end mere physicions is Processed solely by Carnation, 
are suggesting the use of in Carnation’s own plants, to Car- 

ituted Carnation Milk nation’s high standards, assuring 
during the transition period constant high quality, uniformity. 


between bottle and cup, to 
avoid digestive upsets and 
encourage baby’s ready 

acceptance of milk 
from the cup. 


(5) Carnation store stocks are date 
EVERY DOCTOR coded and inspected regularly by 
Carnation salesmen to assure 
KNOWS freshness and high quality when- 


ever a mother makes her purchase. 
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simple, 


effective 


conception control 
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Bellet—Clinical Disorders 
of the Heart Beat 


By SAMUEL BELLET, M.D. 


Associate Professor of Cardiology, Graduate School of Medicine, 
University of Pennsylvania, Philadelphia 


NEW! Dr. Bellet’s book is a guide to the diagnosis 
and treatment of clinical disorders of the heart beat. 
Section I deals with common symptoms and signs, 
pathologic physiology and general principles of 
treatment. Sinus irregularities, auricular flutter, 
auricular tachycardia and other individual arrhyth- 
mias are taken up in Section IJ. Emphasis is on eti- 
ology, incidence, mechanisms, electrocardiographic 
interpretation, diagnosis, differential diagnosis, and 
treatment. Problems which arise in the treatment 
of syncopal attacks, rheumatic fever, pregnancy, 
acute infections and arrhythmias in other clinical 
states are brought out in Section III. Section IV is 
devoted to a review of digitalis, quinidine, and pro- 
caine amide (Pronestyl), the drugs most commonly 
used in treating disorders of the heart beat. 


New. 373 Pages, 7” x10”. 164 Illustrations 
and 3 Tables. $8.50 


LEA & 


Washington Square 
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Schroeder—Hypertensive 
Diseases: Causes and Control 


By HENRY A. SCHROEDER, M.D., F.A.C.P. 
Associate Professor of Medicine and Director, Hypertension Division, 
Department of Internal Medicine, Washington University School of 

Medicine, St. Louis, Missouri 

AND FOUR CONTRIBUTORS 
NEW! Probably for the first time, hypertension 
has been specifically controlled (not cured) by the 
sound medical treatment developed by Dr. Schroeder 
and his co-workers. The therapy is presented in full 
in this book. It stresses the basic biochemical and 
physical influences which are deranged in hyper- 
tension, tells how they may be recognized, and when 
and how to institute treatment. Diseases and other 
factors which cause high blood pressure are con- 
sidered in the light of hypertensive states most fre- 
quently encountered in practice. Treatment appears 
throughout, and is climaxed with three chapters 
which cover every phase of therapy, including in- 
structions on Hyphex—the first effective specific 
method developed for the medical treatment of 
hypertension. 


New. 610 Pages. 164 Illustrations and 
3 Plates in Color. 106 Tables. $10.00 


FEBIGER | 


Philadelphia 6, Pa. 
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OFFICE UNIT COMPLETE WITH PUMP 


“199” 


Here's real convenience in a single unit. A beautiful, all-metal cabinet 
with four drawers, compartment and racks for sprays and bottles. A 
hinged cover protects the sprays. The working top is of heavy black 
glass. The pump is our well-known Whirlwind with a '/4 H.P. motor. 
It will deliver 30 Ibs. pressure or 27” vacuum continuously. It is quiet 
as a whisper. Automatic oiling, liquid trap, muffler-filter, gauges, 
suction tube, cut-off and regulators are included. Sprays and bottles 
not included. Pump for 115 V.A.C.; 60 cycles. 


Size overall: 24” wide, 16” deep, 36!/2” high. 
Accessories: Suction bottle and bracket. .... $15.00 
Ether bottle and bracket....... $18.50 


Brackets attach to side of cabinet. 
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MEDICAL AND SURGICAL SUPPLIES 


609 College St. Cincinnati 2, O. 
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Now Established ! 
VITAMIN B. ESSENTIAL TO INFANT HEALTH 


Physicians have conclusively proved the existence of a syndrome of vitamin B, 
deficiency in some infants. Symptomatic of this deficiency are general irritability, 
excessive responsiveness to noise, and eventually tonic and clonic seizures, at 
first transient and then prolonged. 


With the addition of supplemental vitamin B,, S-M-A is now the first infant’s 
formula to supply a scientifically determined amount of essential vitamin B,. 


DAPTA® S sed: 
upplied: 


= F S-M-A Liquid, cans of 13.9 oz. 
S-M-A Powder, cans of I Ib. 
infants now contain 2 mg. pyri- 


doxine per cubic centimeter. E> 
Supplied: Bottles of 15 and ——— 


30 ce., with graduated droppers 


FOOD FORMULA FOR 
CONCENTRATED Li@t 
MAKES ONE QUART OF 


| Pyridoxine Hydrochloride 
(Vitamin Bs) . . 0.40 mg. 


4 


Philadelphia 2, Pa. 


® 
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In an extensive clinical investigation 
conducted by five well qualified physi- 
cians, treatment with Cobaden, a 


unique combination of adenosine-5- 
monophosphate and cyanocobalamin, 


... Was successful in terms of pain- 
relief, restored mobility and diminished 
swelling and tenderness in 66 of 70 
patients... with osteoarthritis, polyar- 
ticular pain, polyarthritis, tendinitis 
(bursitis), musculofasciitis, tenosynovitis, 
peripheral neuritis (sciatica) and dia- 
betic neuropathy.””! 


1. De Lucia and Strosberg, Med. Times 82:1, 
p. 47, 1954. 


Each cc. of COBADEN contains: 


Adenosine-5-Monophosphoric acid 
Cyanocobalamin 
1.5% 


Injection water q.s. 


PHARMACEUTICAL CO., INC. 


333 COLUMBIA STREET RENSSELAER, NEW YORK 
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ACANTHOSIS 


eeethe basic lesion of 


PSORIASIS 


Acanthosis is a hyperplasia and thickening of the 
prickle cell layer (rete mucosa) of the epidermis. It is 
the characteristic local lesion of psoriasis. 


Before using RIASOL 


RIASOL owes its success in psoriasis to active pene- 
tration of the stratum corneum, so as to reach the prickle 
cell layer. Control of acanthosis by the alterative action 
o! the mercury-soap combination results in gradual dis- 
appearance of the lesions. 


Clinical tests show this result in 76% of patients 
treated with RIASOL. In a series of 231 cases of psoriasis 
reported by two dermatologists, there were only 16.5% 
of remissions with all other types of treatment. 


RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. No 
bandages required. After one week, adjust to patient's 
progress. 


Ethically promoted RIASOL is supplied in 4 and 8 
fld. oz. bottles at pharmacies or direct. 


MAIL COUPON TODAY — 
TEST RIASOL 
YOURSELF 


After using RIASOL 


SHIELD LABORATORIES JO 2-54 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


| far PSORIASIS 
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Body-building protein in Pet Evapo- 
rated Milk is heat softened ... made 
comparable in digestibility to human 
milk. That’s why physicians gener- 
ally find that babies brought up on 
Pet Milk readily accept this good 
milk... benefit from fewer intestinal 
disturbances. 


Easy digestibility, of course, is only 
one of many reasons why Pet Milk 
is highly favored among so many 
physicians. Pet Milk is complete in 


GIVE BABIES A GOOD START IN LIFE WITH THE 
MILK THEY TOLERATE FROM THE VERY FIRST FEEDING 


the essential food values of milk. 
And sterilized in its sealed container, 
Pet Milk is always a safe milk for 
babies. 


At the same time, Pet Milk, the original 
evaporated milk, costs less than any 
other form of whole milk—far less than 
special infant feeding preparations. 


Try Pet Milk for the young patients 
in your care. See how well they ac- 
cept this nourishing milk from the 
beginning. 
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PET MILK builds strong bodies from the start 
VA 
J] 
D /~ de 
\ 
. FAVORED FORM OF MILK Bere FOR INFANT FORMULA 
a PET MILK COMPANY, 1464-B ARCADE BUILDING, ST. LOUIS 1, MO. 
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The Physician’s Own Book Club brings YOU 
authoritative new MEDICAL BOOKS at BIG SAVINGS 


Yes, choose any three of the authoritative, valuable 
books on this page—written by men outstanding in 
their fields—for only $12.85! With this money saving 
offer is included FREE charter membership in the 
new MEDICAL BOOK GUILD OF AMERICA. This is the 
only Book Club formed exclusively for the medical 
profession—the Book Club you and other doctors 


CHOOSE 


ANY THREE 


for only 


have long waited for! 


(with membership) 


worth up to $33.00 in 
publishers’ 


ANY 3 of these books for only $1285 7 
Send no money — Mail Coupon NOW! 


ti) CONFERENCES ON DRUG ADDICTION AMONG 
ADOLESCENTS —N. Y. Academy of Medicine. Com- 
bined report of two conferences on drug addiction 
among adolescents held at N. Y. Academy of Medi- 
cine in Nov. 1951 and March 1952. Pub. ed., $4.00 


(2) BIOLOGICAL ANTAGONISM—G. J. Martin, Sc.D. 
Complete, concise, authoritative presentation of 
theory of biological relativity. Based upon exten- 
sive study of various antagonisms fundamental to 
all biological activity. Pub. ed., $8.50 


C3) SECTIONAL RADIOGRAPHY OF THE CHEST —|. J. 
Kane, M.D. Deals with latest development in field 
of radiography, planigraphy. Over 200 superb plani- 
grams beautifully reproduced, together with clearly 
written text explaining each method. Pub. ed., $7.50 


0 Somatic and Psychiatric TREATMENT OF ASTHMA 
—Ed. by H. A. Abramson, M.D. Aids the physician 
treating the asthma patient with the immunology 
method by emphasizing psychodynamics. Also the 
psychiatrist will find valuable information on the 
immunologic bases of asthma. Pub. ed., $11.00 


C5) THE ROOTS OF PSYCHOTHERAPY—C. A. Whitaker, 
M.D. and T. P. Malone, M.D. integrates psychother- 
apy with general medical therapy. Stresses doctor- 
patient relationship; includes clinically proven tech- 
niques for the GP and pitfalls to avoid. Pub. ed., 

$4.50 


DISEASES OF THE RETINA, New 2nd Edition — 
H. Elwyn, M.D. indispensable, diagnostic guide for 
every general practitioner and specialist. Four im- 
portant chapters added: ‘‘Retrolental Fibroplasia,”’ 
“Introduction to Heredodegenerations of the Ret- 
ina," “Tuberculosis,” and ‘Retinal Sarcoidosis.” 
There are 73 NEW black and white illustrations and 
one color plate. Extremely thorough revisions bring 
book right up to date. Pub. ed., $12.00 


oe THE BASIC PRINCIPLES OF CANCER PRACTICE 
—A. Nettleship, M.D. Helps the GP derive a greater 
knowledge of cancer and to be more confident of 
his diagnosis. An important contribution to the 
physician's understanding of the disease, the most 
difficult of all to diagnose and treat. Pub. ed., $7.00 


8 ENDOCRINE TREATMENT IN GENERAL PRACTICE 
— Edited by M. A. Goldzieher, M.D. and J. W. Gold- 
zieher, M.D. A most useful guide. Focuses on the 
patient, complaints and symptoms, differential diag- 
nosis, and specific therapy. Contraindications and 
cautions in hormone therapy are given, as well as 
suggestions for prevention and control of side ef- 
fects. Pub. ed., $8. 


@© VAGINAL INFECTIONS, INFESTATIONS, AND DIS- 
CHARGES — J. B. Bernstine, M.D. and A. E. Rakoff, 
M.D. Only book covering ALL aspects for ALL age 
groups. Authors discuss incidence, etiology, pa- 
thology, clinical manifestations, diagnosis and treat- 
ment of moniliasis, trichomoniasis, chancroid, 
lymphogranuloma venereum. Pub. ed., $10.00 


010) PAIN SENSATIONS AND REACTIONS—J. D. Hardy, 
Ph.D., H. G. Wolff, M.D. and H. Goodell, B. S. Pre- 
sents the newer data on phenomenology of pain. 
Covers muscular and glandular effects as well as 
emotional and affective states. Ranges from phys- 
ics through psychology and physiology to medicine, 
neurology, and psychiatry. Pub. ed., $6.50 


® SURVEY OF CLINICAL PEDIATRICS—L. B. Slo- 
body, M.D. Concise, inclusive outline for the GP. 
Covers all important aspects with emphasis on the 
child as a whole. All material. has been used in 
both actual clinical work and in conference. Valu- 
able preparatory aid for Board Exams. Easy to read, 
easy to use. Pub. ed., $7. 


Founded to select and distribute new medi- 
cal books which are interesting, authorita- 
tive, and practical, THE MEDICAL BOOK 
GUILD will offer a new book every two 
months, at substantial savings. This special, 
introductory offer demonstrates the unusual 
values offered to its members. 


@ aviation TOXICOLOGY — by Aero Medical Asso- 
ciation. Ed. by C. R. Spealman, M.D. Simple, well- 
written reference indbook representing best 
thinking of men outsfanding in industrial toxicol- 
ogy and aviation medicine. Written primarily for 
flight surgeons and industrial toxicologists. Also of 
value to aircraft designers and engineers. a 


tue MUSCULOSKELETAL SYSTEM — Symposium, 
N. Y. Academy of Medicine, 1950. Ed. by M. Ash- 
ford, M.D. Sixteen top men deal with the ever im- 
portant musculoskeletal and rheumatic disorders. 
Stress is on up-to-date clinical management and 
rehabilitation, with added practical emphasis on 
physiologic, metabolic, and therapeutic principles. 
368 pages, 103 illustrations. Pub. ed., $6 


® Blakiston’s NEW GOULD MEDICAL DICTIONARY 
—This new “standard” in medical dictionaries in- 
corporates all recent advances in medicine and 
allied fields. Presents new medical knowledge, pro- 
cedures, and terminology. “‘An exceedingly useful 
tool.’’"—J.A.M.A. Pub. ed., $9.50 


= MAIL COUPON NOW! SEND NO MONEY! == 

WHICH 3 BOOKS DO YOU WANT | 
ONLY $12.85 If You Join Now y 
Medical Book Guild of America, Publishers 

dept. 254A0A, Garden City, W. Y. 


Please enroll me as a member. Send a coee, poet : 
paid, the 3 bill me $12.8 


1 may notif if | do the 

- next selection. The purchase of books is entirely ' 
voluntary. | am not obligated to take more than 4 
books in 24 — of membership. | nay nothing i 
except the price of each selec’ ion accept — 

‘ GUILD pays postage. 

(PLEASE PRINT) 


cITyY. ZONE._STATE 

q NO-RISK GUARANTEE: If not satisfied, return books ¥ 
within 10 days and membership will be canceled. 
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“It’s so good to be back 
on the job, doctor” 


TABLET 


NEOHYDRIN’ 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT OF SODIUM AND 


PRESCRIBE NEOHYDRIN whenever there is retention 

of sodium and water except in acute nephritis 

and intractable oliguric states. You can balance 

the output of salt and water against a more 
physiologic intake by individualizing dosage. From one 
to six tablets a day, as needed. 


PRESCRIBE NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea 
in each tablet. 


cadership in diuretic research 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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Therapeutic Exercises 


C. R. STARKS, D.O. 


INTRODUCTION 


My purpose is to discuss the part played by the 
muscular system in maintaining health or regaining 
it after it is lost. Unfortunately, few physicians of 
any school of practice pay much attention to this 
subject, and we of the osteopathic profession, par- 
ticularly, have failed in our responsibilities to those 
who are sick by neglecting to use the knowledge which 
we have regarding this subject for the prevention 
and cure of disease. 


Dr. Still’ once said: 

I began to look at man. What did I find? I found myself 
in the presence of an engine—the greatest engine that mind 
could conceive of. 

I have studied man as a machine. I am an engineer.’ 

The better I am acquainted with the parts and principles 
of this machine—man—the louder it speaks that from start 
to finish it is the work of some trustworthy architect; and 
all the mysteries concerning health disappear just in proportion 
to man’s acquaintance with this sacred product, its parts 
and principles, separate, united or in action.’ 

Some years later Goldthwait and his associates* 
made these statements regarding body mechanics: 

First put the machine in order so that all the parts can 
be expected to work, and whether the primary symptoms 
represent a static strain, or an arthritis, or a progressive 
paralysis, or a visceral disturbance, or varicose veins, or 
some other chronic condition, see first that the different parts 
can work so that general good health is reasonable to expect, 
and after that use such special treatment as may be indicated. 
To use special diets, or physiotherapy, or apparatus, or medi- 
cine, Or operation, without first correcting the faulty mechani- 
cal relationships, must produce unsatisfactory results since 
the basic features of the physiology have not been appreciated 
and correct function made possible. Correct these features 
first and then use special diets, or medicines, or operations, 
or anything else that may be necessary to relieve the patient. 

The basic aim should always be to make the mechanics 
of the physiology as perfect as possible, realizing that best 
health and resistance to disease depends on this. Naturally, 
medical measures, with drugs or endocrines, or special foods, 
or other details, should be considered, but these alone without 
putting the machine in proper order, cannot be expected to 
give permanent relief. 

There has been nothing in modern scientific litera- 
ture or experimentation to alter Still’s fundamental 
principle. As a matter of fact, looking over the broad 
horizon of medical thought, and thinking of causes, 
the whole trend has been back to fundamentals, both 
in prevention and alleviation of disease. I am proud 
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to belong to a profession which has emphasized funda- 
mentals and has attempted to disseminate these prin- 
ciples throughout the world for the benefit of those 
who want to keep well or get well. 


IMPORTANCE OF MUSCLES 


The importance of muscles in relation to man 
has been well expressed by Bowen and Stone :* 

Civilized man is inclined to show a certain amount of 
scorn for what he is in the habit of calling “mere muscle,” 
but the fact remains that everything he does depends ulti- 
mately on the action of muscles. The muscle fiber is, in the 
last analysis, the sole instrument by which the human will 
can act upon the outside world. No matter how great the 
refinements of civilization, no matter how much machinery 
may be devised to do our work for us, man can never get 
away from the necessity for muscular work. Even the self- 
styled “intellectual” must implement his thoughts by use of 
arm and finger muscles to write, or the breathing and throat 
muscles to dictate and use many other muscles in order to 
carry out the everyday acts necessary to continued life. 


ANATOMY AND PHYSIOLOGY OF MUSCLES 


Anatomy.—There are 200 pairs of muscles in the 
body which in the average person equal two-fifths of 
the body weight. Only about 75 pairs are used for 
general body movement and maintenance of posture. 
The remainder are smaller muscles, such as those 
controlling facial expression, swallowing, and ocular 
movement. There are three types of muscles, striped 
or striated (voluntary), smooth (involuntary), and 
heart. Muscles are of various shapes and sizes; some 
are flat like the trapezius, others are long and slender 
like the sartorius, and some are spindle shaped like 
the biceps. 


Functions of Muscles.— 


Muscles have three functions: (1) Moving bones 
or preventing their motion (locomotion), (2) metabo- 
lizing certain chemicals, and (3) maintaining posture. 

Locomotion is regulated by four types of muscles :° 

a. Prime Movers or Aconists, those whose contraction 
is essentially responsible for the movement of the part. 

b. ANtTAGoNIsTs, those which oppose the prime movers. 

c. SyNercists, those which assist the prime movers and 
reduce unnecessary movements to a minimum. 

d. Frxation Muscties, those whose contraction causes 
the fixation of the neighboring joints and maintains 
the limb or body in a position appropriate for carrying 
out the particular movement. 
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Involved in any movement of a joint are agonistic, 
antagonistic, synergistic, and fixation muscles. A good 
example is the action of the biceps and triceps. Flexion 
of the forearm occurs by contraction of the biceps 
(agonistic) ; extension by contraction of the triceps 
(antagonistic) ; flexion is aided by the brachioradialis 
and flexor carpi radialis (synergist). The fixation 
muscles are those which fix the head of the humerus 
and the scapula in any desired position. Generally 
speaking the flexor muscles are stronger than the 
extensors. 

It is important to keep these facts in mind be- 
cause this knowledge is necessary in order to give 
proper instructions for exercises to overcome ab- 
normalities in locomotion. 

For normal functioning of a joint it is necessary 
to have the proper balance of the muscles controlling 
that joint. If inequality is present there will be a 
limitation of extension or flexion or a fixed position 
in extension or flexion. When any muscle group 
moving a joint, whether ankle, knee, hip, spine, hum- 
erus, or elbow joint, is in proper balance or tone. 
that joint will function within a normal range. Even 
though stability of a joint depends not alone upon 
muscles but also upon the ligaments and capsule, the 
function of that joint is brought about by the action 
of the muscles. As a matter of fact, a normal joint 
would be one in which there would be a certain 
normal range of motion, with an additional emergency 
range, in both extension and flexion. When that joint 
is carried beyond the normal range of motion and 
beyond the safety margin, an abnormal joint is pres- 
ent, and when the joint remains fixed in that position 
it becomes a joint lesion. Breaking up adhesions or 
normalizing joint motion by manipulation is only the 
beginning of joint rehabilitation because well-balanced 
muscle control must be maintained if the joint is to 
function in an efficient manner. Merely correcting 
osteopathic lesions will not maintain normal relation- 
ships ; instructions for therapeutic exercises must also 
be given. The physician should prescribe these exer- 
cises, just as other therapy is prescribed. 

If the osteopathic physician does not familiarize 
himself with the functions, attachments, and inequali- 
ties in strength of muscles, and apply that knowledge 
in prescribing proper therapeutic exercises to over- 
come defects in a particular joint, he is doing only 
half his job of alleviating abnormalities. This also 
applies to injured joints. 

Metabolism of muscles and present thinking in 
respect to it are challenged by this statement made 
by Long :* 

Practically all knowledge of carbohydrate utilization and 
oxidation in the tissues has been derived from the study of 
skeletal muscles. This is not only because these tissues con- 
stitute nearly half the body weight and, hence, are the seat 
of the major part of metabolism, but because muscular move- 
ments that place such a heavy demand on the energy supply 
of the body are carried out to a large degree by the break- 
down and utilization of the muscle carbohydrates. Nor is it 
probable that the mechanisms involved in these phases of 
metabolism are unique to the skeletal muscles. Indeed, there 
is every reason to believe that carbohydrate utilization is 
carried out in all tissues by the same systems and for that 
matter even in such lowly organisms as yeast. 

If this is the case, physicians must devote more 
time toward seeing that muscle tone is as normal as 
possible, because metabolism is directly affected by 
muscle tonus. 

Chemistry of muscles cannot be discussed here 
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in great detail, but it is imperative that we realize 
that the muscles of the body form a constant and 
active metabolism. Seventy-five per cent of the mass 
of muscle is water; four-fifths of the solid matter 
is protein (myosin 68 per cent, globulin 10 per cent 
to 21 per cent, myogen 10 per cent, myoalbumin 1 per 
cent). The most important carbohydrate is glycogen. 
During muscular activity this store of glycogen 
diminishes and, if the activity is sufficiently pro- 
longed, may disappear entirely. Another constituent 
is fat, which is located in the connective tissue. The 
most important of the non-nitrogenous extractives is 
lactic acid. 

As to what happens from a practical standpoint 
when a muscle in an ideal state contracts, Hill’ says, 
“a muscle is essentially a mechanism for transforming 
chemical into mechanical energy.” This transforming 
is principally concerned with the production of lactic 
acid. Schneider* observes: 

The acid chemical changes taking place during muscular 
contraction occur in two stages, the first of which is the 
formation of lactic acid and the second is the removal. The 
production of lactic acid is a nonoxidative process and can 
take place in the absence of oxygen, while its subsequent 
removal is an oxidative process which takes place only in an 
adequate supply of oxygen. 

Sacks adds: 

. . . The first of these proposed by Meyerhoff (1920), 
was that the breakdown of glycogen to lactic acid furnished 
the energy.’ 

During muscular exercise large quantities of 
lactic acid are produced by the active muscles. As 
the lactic acid concentration rises, the carbohydrate 
store diminishes. The lactic acid passes into the blood 
stream and is neutralized by buffer salts. This process 
is part of what Claude Bernard’® long ago said was 
the object of all vital mechanisms, “. . . that of pre- 
serving constant the conditions of life in the internal 
environment.” 

The importance to the general system of lactic 
acid production in the muscles is of practical signifi- 
cance. Lactic acid production produces dilatation of 
the small vessels in the active muscles and also of all 
the peripheral vessels. A rise in the hydrogen ion 
concentration of the blood which follows an increase 
in the lactic acid will result in action upon the medul- 
lary center which will cause splanchnic vasocon- 
striction.® 

While the chemistry of muscles is not entirely 
understood, the following is a summary of what 
occurs : 

Adenosine triphosphate is broken down into 
phosphoric acid and adenosine diphosphate, and fur- 
nishes the energy for the special contraction of a 
muscle; then creatine phosphate is broken down into 
creatine and adenosine triphosphate and furnishes the 
energy for the resynthesis of adenosine triphosphate. 


‘ The third step is the breaking down of glycogen 


to lactic acid, which in turn furnishes the energy for 
the resynthesis of creatine phosphate and adenosine 
triphosphate. The fourth step is the oxidation of part 
of the lactic acid which remains, which is about one- 
fifth of the total amount, which furnishes the energy 
for the resynthesis of the remainder of the lactic 
acid to glycogen.® 

From these facts regarding the chemistry of 
muscles, it may be concluded that sources of energy 
come from glucose, fat, and lactic acid, that through 
certain chemical processes this energy is transferred 
into mechanical energy and, in the process, certain 


= 5 
il 


Volume 53 
Number 6 


acids are produced which are utilized in the body to 
set up certain other physiologic processes which are 

necessary for maintenance of health and prevention 
of disease. 

After this brief review of the chemistry of 
muscles, a practical illustration will serve to show its 
application. The proper use of muscles and regular 
exercises actually increase the alkaline reserve. When 
muscles are in proper condition, owing to correct 
exercises, the proper amount of oxygen is present in 
the muscles and lactic acid is thus oxidized. In the 
poorly nourished muscle a large amount of lactic 
acid is thrown into the blood stream where it is 
neutralized by the sodium of sodium _ bicarbonate. 
When too great an amount of lactic acid is discharged 
in this way, relative alkalinity diminishes and limits 
the power of performance. In such a manner changes 
are made in the general metabolism of the body. 

It is common experience to find in one whose 
muscular system is weak that he is easily exhausted, 
mentally and physically; irritable and prone to dis- 
couragement ; low in morale; and has many symptoms 
such as constipation, nervousness, and insomnia. On 

“the other hand, those individuals who are in good 
condition as far as their muscles are concerned have 

. . evidences of mental and bodily vigor, such as alertness, 
cheerfulness, high morale, bright eyes, elastic step, healthy 
complexion, and capacity for arduous mental and physical 
work. It is believed that these two conditions are but the 
outward expression of physiologic differences within the body. 
. . . The muscular system as a whole improves, and the range 
and delicacy of the adjustments of the circulatory and respira- 
tory systems increase.* 

It was further observed by Schneider that: 

. men without training spent 23 per cent more energy 
in the work of 1200 kilogrammeters and 54 per cent more in 
work up to complete fatigue than did the porters. The effi- 
ciency fell off with the untrained worker, whereas with the 
trained worker it remained unaltered or increased when the 
work was carried to complete fatigue. 

It has been suggested that one of the important 
factors contributing to proper muscle tone in these 
individuals is that the internal environment of the 
body is maintained more nearly at a constant. This 
is brought about by the ability to supply a more 
adequate amount of oxygen to the muscles and thus 
maintain a larger alkaline reserve than in those whose 
muscles are weak. 

Maintenance of posture is the third important 
function of muscles. Best and Taylor® define muscle 
tone as a 

. steady reflex contraction which resides in the muscles 
concerned in maintaining the posture characteristic of a given 
animal species. To use Sherrington’s words “reflex tonus is 
postural contraction.” Tonus has its basis in the “static 
reactions” of the stretch reflexes, and its seat is therefore 
mainly in the antigravity muscles. In most mammals _ these 


a. Proper posture in walking, essential to normal muscle balance. b. Stretching of achilles tendon and posterior 


Fig. 1. 
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are extensor muscles and we shall see that in decerebrate 
rigidity the animal exhibits an attitude which is a caricature 
of standing, due to an exaggeration of the tone of the 
extensors. 

This constant tone of muscles in the body is 
necessary for economy in the expenditure of energy, 
and those muscles which are spoken of as the anti- 
gravity muscles can be controlled by voluntary action, 
or therapeutically speaking, by proper exercises. With- 
out proper tone in this group, the body has a tendency 
to collapse. This is, of course, observed constantly 
‘by anyone who takes the trouble to look. Alteration 
in the tone of these antigravity muscles will not only 
change locomotion, but eventually will affect the entire 
metabolism of the body. 

In examination of a patient from a general pos- 
tural standpoint, there are five standards which have 
been accepted by the American Academy of Ortho- 
paedic Surgery :"* 

1. The curves of the spine from the sacrum to 
the occiput shall not be exaggerated. .. . 

2. The subcostal angle of the ribs shall be at 
least a right angle. 

3. The circumference of the chest at the xiphoid 
in the habitual or natural standing position shall be 
approximately halfway between the girth at full 
inspiration and that at full expiration. 

4. The upper abdomen should be larger and 
bigger around than the lower abdomen. 

5. That the position of the feet shall be such 
that a line drawn through the patella and the middle 
of the ankle should strike the base of the second or 
third toe. 

These criteria are dependent to a large extent on 
controllable muscles. 


THERAPEUTIC EXERCISE 

Therapeutic exercise may be defined as exercise 
prescribed for the purpose of preventing deformity 
or disease, correcting a deformity, or restoring health. 
It is unfortunate that more physicians do not consider 
this part of their professional duties. It has been 
my experience that general calisthenics are unsatis- 
factory, but that the patient is more apt to follow 
instructions if specific exercises are prescribed and 
an explanation given of their explicit purpose in 
preventing or curing disease. If exercises are to be 
successful they must be explained and demonstrated 
to the patient, and he must be observed as he tries 
the exercises in order to ascertain that he knows how 
to do them. 

The exercises illustrated (Figs. 1-14) are exam- 
ples of those I use in practice; they were suggested by 
many authors. The method of presentation employed 
in this article may be followed in making instruction 
sheets for patients. 


d 


leg muscle group by leaning against wall. c. Stretching of psoas muscle. d. Walking on inverted V-shaped board to overcome 
pronated feet. 
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Fig. 3 


Fig. 2. a. Kneeling on knees with feet perpendicular. b. Sitting on heels, with heels turned out. c. Sitting on heels, with 
heels turned in. This exercise is used for stiffness and contractures around the knee. Fig. 3. Exercises for strengthening ab- 


dominal and psoas muscles. 


Therapeutic Exercise and Locomotion—In my 
opinion, if exercise is not prescribed for skeletal or 
spinal lesions, the patient receives only half-treatment. 
For instance, in correcting bony lesions of the foot, 
failure to instruct the patient in appropriate walking 
technics is a grave omission even though proper shoes 
are prescribed. 

Therapeutic Exercise as It Relates to General 
Disease.— 

To treat, prevent, or alleviate disease without 
considering the muscular system is again doing only 
half the job. Goldthwait’s* statement, which was cited 
previously, should be recalled: “medical measures, 
with drugs or endocrines or special foods, . . . should 
be considered, but these alone, without putting the 
machine in proper order, cannot be expected to give 
permanent relief.” This principle applies to disease 
in general and every physician should apply it. Thera- 
peutic exercise has a good effect on most general 
diseases. 

Dawson," in a study showing the effect of physi- 
cal training and practice on pulse rate and blood 
pressure, also noted the effect of certain acute infec- 
tions. As stated by Schneider :* 

He also found that acute infections caused an increase 
in the pulse rate but that this influence was much less pro- 
nounced in the trained man than in the untrained man. In 
general, the resting pulse rate of a man in training is from 
6 to 8 beats slower than when he is out of condition. In 
strong “athletes the pulse rates are 10 or 20, or even 30 beats 
slower than in men of sedentary habits.” 

It has been concluded that the regular exercise of training 
brings about a marked increase in the tone of the vagus center 


in the brain and this makes itself evident in the slow pulse 
of the athlete. 

Prevention and cure of general disease, affecting 
other than the joints and locomotion, center around 
the proper tonicity and function of the diaphragm. 
Someone has expressed it, “The diaphragm is the 
abdominal heart.” It is an unusually strong muscle, 
one of the strongest. Too much emphasis cannot be 
put upon the importance of the diaphragm. These 
facts should be remembered with regard to this 
muscle : 

1. The vena cava is lengthened and shortened 
with excursions of the diaphragm. 

2. Every movement of the diaphragm forces 
venous blood upward into the right side of the heart. 

3. When the excursion of the diaphragm is 
small, venous circulation is diminished. 

4. With the diminishing of venous circulation, 
there is congestion of the abdominal and pelvic organs. 

5. If the excursion of the diaphragm is small 
and remains in a low position there must be a drag 
on the heart because the pericardium attaches to the 
diaphragm. 

6. The abdominal and pelvic organs also are 
affected by the low position of the diaphragm. 

7. With the low position of the diaphragm and 
small excursion, there is a constant drag on the celiac 
axis. 

8. Because the stomach, liver, spleen, and colon 
are intimately connected with the diaphragm, the 
necessity for proper functioning of this muscle can 
be readily seen. 


Fig. 4 


Fig. 5 


Fig. 6 


Fig. 4. Reduction of lordosis in lumbar area by contraction of gluteal and abdominal muscles. Fig. 5. Resting exercise with 
support in dorsal area, reducing lordosis in recumbent position. Fig. 6. Method of breathing by taking long breath, raising 
thorax, and keeping thorax high when expiration occurs. Contraction of abdominal muscles during expiration is the proper 
method of breathing. 
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Fig. 7 


ing the lumbar fascia anterioposteriorly. 


9. All these organs depend upon movement for 
proper physiology. A good example is the kidney. 

The kidney has a fibrous capsule which is easily removed. 
Like other abdominal organs the kidney lies in extra-peritoneal 
fatty tissue. In the midst of this fatty tissue there is a tough 
areolar membrane, the renal fascia, which splits to enclose 
the kidney and a certain quantity of fat, the perinephric fat. 
The two layers of fascia do not blend below, so, the kidneys 
can move downwards with the diaphragm during inspiration. 

13 


The studies of Kerr’* have done much to show 
the effect of exercise on heart physiology. In studying 
the treatment of angina pectoris by promoting more 
adequate filling of the heart, he considered obesity 
a main factor in changing the physiology. His ex- 
planation is interesting from a muscular standpoint: 

It was assumed that the abdominal viscera together with 
the increased accumulation of fat served as a counterweight 
suspended from the diaphragm. When the patient was in the 
upright position, this weight interfered with the normal rise 
of the diaphragm during expiration, but when the patient 
was in the supine position it caused the diaphragm to rise 
higher in the chest during expiration and acted as an aid to 
respiration. The relaxation of the fascial sheet extending 
from the cervical fascia to the lumbar spine, and including 
the pericardium and central tendons of the diaphragm, also in- 
terfered with the normal movements of the diaphragm. It was 
apparent that the diaphragm, handicapped by the counter- 
weight, the flared lower ribs, and the relaxed anchorages, was 
unable to maintain the tidal air at the normal level, and this 
probably explained the orthostatic dyspnea. Likewise the 
resulting pulmonary emphysema seemed to be the cause of 
moderate polycythemia. 

Kerr later reported 300 cases in which he had uni- 
formly excellent results by applying an abdominal 
support. 

Henderson" has this to say 

The efficiency of the heart is nothing else than the volume 


Fig. 10 


Fig. 11 
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Fig. 8 Fig. 9 
Fig. 7. Simple hanging by bar (effect on spinal column). Fig. 8. Stretching the lumbar fascia laterally. 


Fig. 9. Stretch- 


of blood that it can pump in relation to the oxygen require- 
ment in the body. 
and Schneider*® observes : 

The fundamental difference between the trained and un- 
trained man for a particular task is that the heart of the 
trained man pumps more blood per minute with fewer strokes 
than does that of the untrained man. 

Another advantage to the athlete is that his heart is 
stronger and will empty itself more completely at each beat 
than the weaker heart of the untrained man. This means 
that for a given venous pressure the output per beat is larger 
in the trained man than the untrained man. A larger stroke 
per beat and a slow pulse rate enables the athlete to transport 
oxygen more adequately than does the nonathlete. 

While this study was made on athletes, the general 
principle applies to all. 

A patient of mine, at the time 70 years of age, 
had been confined to her bed for 1% years because 
of myocardial weakness. She was taking a mainte- 
nance dose of digitalis, and her legs were swollen. 
I started her on a system of therapeutic exercises, 
paying particular attention to the action of the dia- 
phragm and the abdominal muscles. Digitalis was 
gradually eliminated, and her legs were given support 
by bandages. She was out of bed in 6 weeks. She 
kept up the exercises for more than 15 years, and 
she is now 90 years old. She is active, and, within her 
circle of activity, does about what she wants to do. 
This has been duplicated many times. 

The use of therapeutic exercises in dysmenorrhea 
has been described by Haman."® One hundred and 
twenty-nine females between the ages of 15 and 37, 
whose average age was 21 years, were given a fixed 
system of exercises, and some degree of relief was 
reported in 85 per cent of all patients, and in the 
primary form of dysmenorrhea the percentage of 
relief was 89.3 per cent. 


Fig. 12 


Fig. 10. Stretching the posterior ligaments and lumbar muscles in erect position. Fig. 11. Sitting position, with foot on 
opposite knee and arms extending over horizontal knee, for strengthening the muscles in lumbar area and mobilizing lumbar 
area. Fig. 12. Exercise for thorax and strengthening rhomboids by placing elbows against wall and approximating wall. 
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Therapeutic exercise in connection with surgery 
has been of value. Before surgery and in the con- 
valescent days after surgery excellent opportunities 
are presented for utilizing therapeutic exercises. 
Wood’s article’? contains some interesting highlights 
regarding rehabilitation and some valuable suggestions 
for therapeutic exercises for those patients who are 
to be hospitalized. A few examples will suffice. 

When an elective abdominal operation is to be 
performed, the patient will benefit greatly from pre- 
operative abdominal and general exercises. If a joint, 
such as the knee, is to be operated on for internal 
derangement, preoperative contraction of the thigh 
and leg muscles is extremely valuable. Patients who 
are to be put in casts should be taught proper muscle 
exercises to be done while the cast is worn. With 
any injured joint, exercising the muscles controlling 
the joint, even to the point of some pain, not only 
aids circulation to the joint but keeps the muscles 
in proper shape. This, of course, applies to joints 
which are not diseased with tuberculosis or some 
other infection. 

Some of the rehabilitation hospitals in England 
have initiated a graduated system of exercises for 
postoperative cases which has been very helpful. 
Arm, leg, and breathing exercises have been real 
factors in rehabilitating patients. 

The practice of early ambulation after abdominal 
operations has much to be said for it. Some credit 
for the diminishing incidence of phlebitis following 
abdominal surgery can be given to performance of 
muscular exercises, and some to a technical aspect 
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Fig. 13. Stretching posterior group of 


\ ) cervical muscles by bringing chin back. 
_ > Fig. 14. Exercise of arm by swinging 
arm in circle and across chest and for- 
ward and backward in stooping position. 
L 
14 


Fig. 


of performing the operation. Another good example 
is in treatment of fractures of the spine. In former 
years individuals were kept in bed for long periods 
of time, the muscles degenerated, and the patients 
were practically cripples for many months. With the 
use of early ambulation in these cases the muscular 
system does not degenerate, the patient recovers much 
faster, and circulatory disturbances are avoided. 


SUMMARY AND CONCLUSIONS 

The field for therapeutic exercises is almost un- 
limited, and except for certain rather infrequent 
diseases of the joints and a few general diseases, 
therapeutic exercises are indicated in the whole realm 
of treatment. The physician who omits this most 
effective method of treatment is losing one of the 
most powerful weapons he has for prevention and 
alleviation of disease and rehabilitation of patients. 

The effects of therapeutic exercise can be sum- 
marized in this manner: 

1. Properly functioning muscles are necessary 
for efficiency and economy in locomotion and metabo- 
lism. 

2. Therapeutic exercises, when properly carried 
out, result in change of locomotion and of metabolic 
function of all the organs of the body. 

3. Postural tonicity of muscles is necessary for 
maintaining the position of organs and their func- 
tions. A person wishing to be healthy must use his 
muscular system properly and in balance for main- 
tenance of health and alleviation and treatment of 
disease. 


1459 Ogden St. 
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The apathy of many clinicians disturbs me. There has 
been an extraordinary lag in the adoption of the concept of 
the complete care of the patient. The advances of medicine 
have greatly diminished the death rate from a wide variety 
of diseases. They have made man more comfortable even 


PATIENT, AND DISEASE 


with certain diseases which cannot be cured. However, we 
must not be satisfied with what we have accomplished when 
so much more can be accomplished with so little additional 
effort—I. S. Ravdin, M.D., The Medical Clinics of North 
America, November, 1953. 
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Cesarean Section* 
A Statistical Study 


THEODORE H. FREILICH, D.O. 
Philadelphia 


This survey is an analysis of cesarean sections 
performed at Metropolitan Hospital during the years 
1947 to 1952 inclusive. In the 6 years of the study, 
108 patients were delivered abdominally in the course 
of 2,840 deliveries, an incidence of 3.8 per cent 
(Table I). 


TABLE I 
1949 


Year 1952 Total 


Deliveries 7 395 638 2,840 
Number of Sections 9 q 30 108 
% of Sections 2.3 4.7 3.8 


INDICATIONS 


Primary Indications (Table 1I).—The most fre- 
quent primary indication for section in this series was 
cephalopelvic disproportion (45 cases). This was 
determined in the primiparous patient by routine 
roentgen examination according to the Snow Lewis 
and/or Ball technics. Patients with frank dispropor- 
tion were delivered by section without a test of labor. 
Patients with borderline disproportion were given a 
test of labor under constant supervision and observa- 
tion, with frequent evaluation of the progress of labor 
and the condition of the fetus. In multiparous patients 
lack of progress led to roentgen study with findings 
of disproportionately large babies, unusual presenta- 
tions, or monstrosities. 


TABLE II—PRIMARY INDICATIONS 


Cephalopelvic disproportion 
Previous section 
Primiparous breech 
Placenta previa 
Primary uterine dystocia 
Unusual presentation 

Toxemia 
Abruptio placentae .... 
Uterine fibroids 
Cardiac disease .... 
Varicosities 
Psychiatric 
Elderly primipara 
Rupture of uterus 


Previous cesarean section was the next most fre- 
quent indication (17 cases). Breech presentation in 
primiparous patients was encountered 12 times. Eleven 
patients with placenta previa and 10 with primary 
uterine dystocia were delivered by section. 

Further primary indications are seen in Table II, 
including one case of rupture of the uterus in the 
eighth month of pregnancy in a patient previously 
delivered by section. 

Secondary Indications (Table 111).—Conditions 
complicating or in addition to primary indication for 
cesarean section included prolapse of the cord, dia- 
betes, fibrotic cervix, tuberculosis, cardiac disease, and 
hydrocephalus. 


the Department of Obstetrics, Metropolitan Hospital, 


*From 
Philadelphia. 


TABLE III—SECONDARY INDICATIONS 


Fibrotic cervix 
Prolapse of cord 
Diabetes 

Tuberculosis 
Cardiac disease .......... 
Hydrocephalus 


AGE AND PARITY OF PATIENTS 


The age of the patients in this series varied from 
19 to 41 years, the greatest number being 24 years 
old. Seven primiparous patients were over 35 years 
of age. 

Of the 108 patients sectioned, 69 were primiparas, 
and 39 were multiparas. 

TYPE OF PROCEDURE PERFORMED 

Classical cesarean section was performed 69 times 

(63.9 per cent), low transverse section 38 times (35.2 


per cent), and Porro section once or 0.9 per cent 
(Table IV). 


TABLE IV—TYPES OF SECTION 


Year 1947 1948 1949 1950 1951 1952 


Classical 8 9 il 13 21 
Low Transverse 9 8 4 6 9 
Porro 0 0 0 1 0 


Additional procedures performed at cesarean 
section were tubal ligation in 10 patients, fibromyo- 
mectomy in 1 patient, removal of a Brenner tumor 
of the ovary in 1 patient, and excision of cysts of 
Morgagni in 1 patient. 

MATERNAL MORTALITY AND MORBIDITY 

There were no maternal deaths in this series. 

The hospital stay varied from 6 to 15 days, with 
80 per cent of the patients remaining 7 to 9 days. The 
average stay was 7 days. 

Two patients remained 14 days (one because of 
development of paralytic ileus, the other because of 
rheumatic fever and congestive failure) ; another pa- 
tient admitted in eclampsia remained 15 days after 
operation. 

FETAL MORTALITY 

Of the 109 babies delivered (including one pair 
of twins) 5 were stillborn and 4 died in the neonatal 
period. Nine babies were premature at delivery. 

Two of the stillbirths were in cases of abruptio 
placentae. A stillborn infant was delivered from a 
35-vear-old primigravida in whom the diagnoses of 
uterine fibroids, uterine dystocia, and fibrotic cervix 
were made. There was one case of stillbirth in rup- 
ture of the uterus and one stillborn hydrocephalic 
monster. 

The 4 neonatal deaths were: (1) a baby who 
died the second day after delivery from an eclamptic 
mother, (2) a baby in a shoulder presentation who 
died the first day, (3) a baby who died of pneumonia 
2 days after birth, and (4) a premature baby who 


a3 
— 
Total 
69 63.9 
38 35.2 
1 0.9 
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died the first day, after delivery complicated by pla- 
centa previa. This yields an over-all fetal mortality 
of 8.3 per cent. 

SUMMARY 


In the course of 2,840 deliveries in the 6 years 
1947 through 1952, 108 cesarean sections were per- 
formed. Nine premature babies were delivered in this 
series. The indications and procedures performed 
have been presented. 


There were no maternal deaths. 


THE MAINE QUADRUPLETS—MORSE 


A.O.A. 
ebruary, 1954 
The over-all fetal mortality was 8.3 per cent. 

The cases analyzed here represent a relatively 
small series, but they are presented for comparison 
with other hospitals of similar size in an effort to 
reduce maternal mortality and to increase fetal salvage. 
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The Maine Quadruplets 
EDWIN E. MORSE, D.O. 
Portland, Me. 


“A Practical Treatise on Midwifery” by M. Chail- 
ly’ printed in 1844 says of quadruplets: “Quadruple 
births are so rare that some authors have doubted their 
existence.” The birth of one baby is generally a matter 
of some local interest, but the birth of four babies is so 
very unusual that it is a matter of wide interest and 
merits recording in medical literature. Quadruplets 
occur about once in every 670,000 births.* At present, 
I believe there are only about sixteen living sets of 
quadruplets in the United States, as parturition usually 
occurs so early in gestation that the infants’ chance of 
survival is limited. 


The delivery of premature quadruplets is an expe- 
rience that rarely comes to a physician. In the early 
morning of July 7, 1952, it was my exciting experience 
to deliver the first living quadruplets in Maine. Sta- 
tistical records, beginning in 1882 in Maine, record the 
birth of quadruplets in 1920, but none survived. Fur- 
thermore, my patients were, to my knowledge, the first 
set of living quadruplets to be born in an osteopathic 
hospital, delivered by an osteopathic physician. 

PRENATAL CARE 

Prenatal care was carried on by Dr. Stanley Rowe 
of Gorham, Maine, the family physician. The patient, 
aged 35, gravida IV, para III, was first seen in his 
office November 18, 1951. The last menstrual period 
began on October 14, 1951. She complained of morn- 
ing sickness which was alleviated by vitamin B,. The 
history and physical findings were essentially normal. 
Her first child was born at term in 1937 and her second 
at term in 1942; no difficulties were encountered in 
either pregnancy. A third pregnancy terminated in 
abortion in 1943. Menses were previously regular, but 
had been irregular for about 4 years; there was some 
dysmenorrhea. Results of tests for venereal diseases 
were negative, blood was Rh positive, erythrocyte 
count was 4,380,000, and hemoglobin was 88. The pa- 


tient’s physical condition was classed as good, although - 


there had been some blurring of vision from the begin- 
ning of pregnancy. I note that the literature records 
that the mother of the Dionne quintuplets had vomiting 
and blurring of vision throughout pregnancy. 

By March the patient was complaining that she 
felt very heavy and that her legs gave out on walking, 
causing her to limit her activities very severely. The 
day before she entered the hospital for delivery her 
legs collapsed, and she had to be carried into her house. 

The patient was referred to me for prenatal check- 
up on June 6, 1952. The history was taken and physi- 
cal examination was carried out. A diagnosis of twins 


with polyhydramnios was made. Pelvic measurements 
were: Interspinous 30, intercrestal 34, and external 
conjugate 23 cm. Weight was 220 pounds. X-ray ex- 
amination was not done because of the ample pelvic 
measurements. Blood pressure was 120 systolic, 80 
diastolic. Results of blood and urine findings were 
negative. Two fetal heart sounds could be elicited and 
fetal heart rates were normal. The prognosis was 
charted as good. 
DELIVERY 

Labor began July 6, 1952. The patient entered the 
Osteopathic Hospital of Maine, July 7, 1952, at 12:05 
a.m. She was put to bed, and routine preparation for 
delivery was made. The intern took the history, made 
the physical examination, and sent the blood and urine 
to the laboratory. The urinalysis showed: albumin 200 
mg., sugar negative, acetone negative, and 15 to 20 
erythrocytes and 20 to 25 leukocytes per high-powered 
field. The blood erythrocyte count was 4,200,000. She 
was having contractions every 2 to 3 minutes, and 
rectal examination showed the cervix dilated 1 cm. 
with a head presenting. The extreme size of the ab- 
domen was noted, and two heart beats were elicited. 
Vitamin K, 1 cc., was given. The patient was offered 
relief from pain, but refused any medication, which 
was all for the best as the premature fetus should be 
delivered under spinal or caudal anesthesia if any at 
all.* 

At 2:45 a.m. rectal examination revealed the cer- 
vix to be dilated 4 cm. and thinned out. At 3:00 a.m. 
the membranes ruptured spontaneously. At 3:10 a.m. 
the perineum was bulging and a head was presenting. 

1. At 3:31 a.m. a premature female infant, weigh- 
ing 4 pounds, 1 ounce, was delivered in L.O.A. No 
resuscitation was required as she breathed spontaneous- 
ly. The cord was clamped and cut. 

2. At 4:07 a.m. a male infant, weighing 4 pounds, 
15 ounces, was delivered in R-O.A. His condition, 
color, and cry were normal. The cord was clamped and 
cut. 

3. At 4:12 a.m. a premature female, weighing 4 
pounds, was delivered in L.O.A. She did not breathe 
immediately, so mucus was aspirated from the trachea 
and oxygen inhalations given. Breathing and cry were 
normal within 4 minutes. 

4. At 4:16 a.m. the fourth infant was delivered 
intact in the amniotic sac. The weight was 3 pounds, 
14 ounces. The sac was ruptured and the infant freed 
of mucus by aspiration. Resuscitative measures were 
instituted, and she was breathing and crying normally 
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in 5 minutes. Her color, which was pale at delivery, 
soon became pink. The condition of this infant was 
considered only fair, and she appeared weaker than the 
others. 

The mother’s condition was good. Blood pressure 
was 120 systolic, 80 diastolic. No abnormal bleeding 
was present. Pitocin, 1 cc., was given. 

At 4:13 a.m. one placenta was expressed, at 4:16 
a.m. a double placenta was delivered, and at 4:20 a.m. 
the final single placenta was expressed intact. The pla- 
centas were examined thoroughly, confirming the first 
impression that three separate placentas were present. 
Ergonovine, 1 cc., was given following delivery of the 
placentas. The vaginal mucus membrane and cervix 
were examined and found normal. 

The patient was returned to her room in good con- 
dition. Her flow was moderate. Pitocin and ergono- 
vine were repeated at 6:15 am. The uterus remained 
firm and the flow normal. 

Routine postpartum orders were carried out. Er- 
gonovine, 1 cc., was given every 6 hours for 24 hours 
because of the large size of the uterus in a multiple 
birth. Penicillin, 400,000 units, was given for 3 days. 

On the second postpartum day, the erythrocyte 
count was 3,100,000, and the hemoglobin 62 per cent. 
The color index was 1.0; the erythrocytes showed 
slight pallor. Multiple vitamin capsules were given 
three times a day. The patient made an uneventful re- 
covery. Early ambulation was instituted, and follow- 
ing a normal postpartum period she was discharged on 
the seventh hospital day. 

INFANT CARE 

Following delivery the cords were tied, identifica- 
tion bands were applied, and prophylaxis given to the 
babies’ eyes. Immediately after birth the premature 
babies were wrapped in warm blankets and transferred 
to incubators. A private nursery was set up with three 
shifts of special nurses. The infants were closely 
watched, and great care was taken to remove mucus 
from the air passages by carefully wiping the nose and 
mouth with a piece of soft gauze. The heads of the 
bassinets were always lowered 4 to 6 inches so that the 
secretions and the mucus which had accumulated in the 
air passages could escape. Throughout the first 48 
hours of life, the infants were closely observed for 
cyanotic attacks. 

The premature infant is at a great disadvantage 
compared with normal infants. Slight exposure to cold 
may make the body temperature fall below normal ow- 
ing to underdevelopment of the heat-regulating mech- 
anism. Respiratory failure is largely caused by under- 
development of the respiratory center. The digestive 
capacity is low, intestinal motility is underdeveloped, 
and absorption of food is poor. Acidosis is frequent 
due to inadequate glomerular filtration in the small 
premature infant. Edema may develop because of fail- 
ure to excrete sodium and chloride satisfactorily. Liver 
function is immature; minerals, vitamins, and iron are 
not stored properly. These are some of the things to 
be contended with in the premature infant. 

POSTNATAL CARE 

Rebecca, born first, and William, born second, 

breathed spontaneously at birth. Melissa, the third, and 
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Jane, the fourth born, required resuscitative measures. 
The color of each remained good. Each infant was 
placed in a preheated incubator in a private nursery 
in which a “No Admittance” order was strictly en- 
forced. 

The babies were handled as little as possible in the 
incubators. Temperatures were taken regularly. The 
babies were strong for prematures, as indicated by 
their weight, and were removed from the incubators 
for short periods after 4 days. 

The babies were fed by nipple, and no gavage was 
necessary. Feeding at no time presented any unusual 
difficulties. 

After a week they were on a 4-hour schedule. A 
weight and food table follows which indicates when 
various items were added to the diet. 

Feeding for the first week was as follows: 

First day—Glucose, 5 per cent—average amount of 
feeding, 3% oz. 

Second day—Formula, Pet evaporated milk, 1 oz. ; wa- 
ter, 4 oz.; Karo syrup—average taken, 1 oz. every 

3 hours. 

Fourth day—Formula, Pet evaporated milk, 1 oz. ; wa- 
ter, 3 oz.; Karo syrup—average taken, 1 oz. every 

3 hours. 
Sixth day—Formula, Pet evaporated milk, 1 0z.; wa- 

ter, 2 oz.; Karo syrup—average amount taken, 

1%4-2 oz. every 3 hours. 

Vitamin K, 1 mg., was injected intramuscularly 
into the buttocks daily for 5 days. 

Testosterone, 5 mg. daily, was given intramuscu- 
larly from the second to the sixth day and orally in 5 
per cent dextrose during the second week. 

Visyneral was given in the formula from the 
fourth day. Five drops were given initially and the 
amount increased so that 7 drops were being given by 
the end of 2 weeks. 


WEIGHT GAINS IN POUNDS AND OUNCES © 


Age William Jane Rebecca Melissa 
Birth 4-15 3-14 4-1 4- 
Week 
1 4-10 3-14 4- 3-14 
*2 5-1 4-8 4-6 4-3 
3 5-12 5-6 4-12 4-10 
+4 6-6 5-15 5-4 5-3 
5 6-14 6-7 5-13 5-10 
6 7-8 7-2 6-4 6-1 
7 8- 7-14 6-8 6-7 
8 8-8 8-6 7-4 6-10 
9 8-14 8-12 7-6 7-3 
10 9-3 8-15 8-1 8- 
11 10 9-13 8-13 8-9 
12 10-9 10-2 9-9 9 
13 11-4 10-11 10- 9-3 
14 11-14 11-5 10-14 9-8 


*Cereal added. 
tVegetables added. 
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Roentgen Therapy of Traumatic Injuries* 


Acute traumatic injuries constitute a topic far too 
extensive even to outline in a brief discussion. There- 
fore, we will stress only a few phases in connection 
with reporting a trend in their management in the 
Out-Patient Department of the Detroit Osteopathic 
Hospital. 

There are many types of acute trauma, but our 
discussion will be limited to that of athletic origin and 
to soft tissue trauma which is largely inflammatory. 
These are the types in which roentgen therapy has 
hastened recovery, with a lessening of acute pain and 
length of disability. 

Traumatic injuries, for the purpose of this discus- 
sion, can be divided into two basic types: (1) soft 
tissue trauma (including ligaments) and (2) bony 
trauma. 

Under soft tissue traumatic lesions are included 
acute abrasions, lacerations, muscle contracture, liga- 
mentous tears, capsulitis, tenosynovitis, myositis, bur- 
sitis (calcified and noncalcified), et cetera. Through 
nearly 20 years, dating from experience as team physi- 
cian for a professional football team, I have used all 
accepted methods of therapy for these conditions. 
However, it is not my intention to describe or evaluate 
these accepted technics, but to illustrate the value of 
x-ray therapy in many soft tissue lesions. There is no 
claim to originality in the use of the technic, but it is 
felt that the volume of cases treated merits reporting. 
At present many well-known athletes, not only from 
local organizations but also from other centers, are 
being sent to Detroit Osteopathic Hospital to receive 
roentgen therapy. 

Thorough evaluation of any traumatic lesion is 
necessary before therapy is administered, and this is 
particularly true before application of x-ray therapy. 
For this reason, diagnostic roentgenograms are always 
made in addition to careful clinical examination of the 
patient by a staff member other than the radiologist. 
After a firm diagnosis has been reached, all applicable 
types of therapy are considered, and x-ray is applied 
only in those conditions where it has been proved to 
be advantageous. For example, it would be useless to 


INTRODUCTION 


Little is to be found in medical literature relative 
to the use of the x-ray in the management of traumatic 
injuries, and those who have treated such cases by this 
means have largely developed their own technics by 
trial and error. 

We in the X-Ray Department of Detroit Osteo- 
pathic Hospital feel that we have been especially fortu- 
nate in having numerous cases for treatment made 
available to us through foresighted and unbiased indi- 


thic 
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College of Radiology and the American Osteopathic Academy of 
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.employ x-ray therapy on a torn internal meniscus of 


Part II 


EDWARD P. SMALL, B.S., D.O. 
Detroit 


the knee, but the acute capsulitis which develops in 
many knee injuries responds extremely well. Another 
example is the apparently simple sprain of the ankle— 
if x-ray examination reveals fracture, x-ray therapy is 
contraindicated, but in sprain uncomplicated by frac- 
ture x-ray therapy is indicated and is used extensively 
at Detroit Osteopathic Hospital. 

In low-back disabilities, it is our policy to conduct 
a thorough diagnostic x-ray survey which consists of 
roentgenograms of the lumbar spine and pelvis in the 
supine and standing positions, and a lateral view of the 
lumbar spine. In selected cases a roentgenogram of 
the lumbar spine is made in the standing position, and 
in many cases a three-quarter view of the lumbar 
facets is also made. This is termed a complete postural 
x-ray study and is made only after the individual case 
is thoroughly examined in the office or hospital. 

We find that in many instances, particularly in pa- 
tients with acute or subacute myositis, facet arthrosis 
and/or arthritis, or other forms of osteoarthritis or 
osteoarthrosis affecting the low lumbar or sacroiliac 
joints, x-ray therapy is indicated, not as a replacement 
for other therapies, but as an additional means of re- 
lieving some of the pain that is frequently present. 

We are not unmindful of the frequent use of 
hyaluronidase and Hydrocortone for acute inflamma- 
tory conditions in the joints, but we have learned that 
x-ray therapy stimulates absorption of edema in hem- 
orrhage. When used in very moderate amounts, it 
produces in many instances more rapid relief of the 
pain syndrome than can be effected with medicaments. 
We also believe that it increases the rapidity of absorp- 
tion of hemorrhage contained within the capsule. 

We recommend that the use of x-ray therapy be 
investigated in every osteopathic institution where it 
can be applied by a capable radiologist. Unless x-ray 
therapy of traumatic conditions can be managed by 
competent radiologists it should not be used as it is 
likely to produce undesirable results. Where it is 


properly used when indicated it has unlimited possi- 
bilities. 


viduals whose minds were open to the possibilities of 
a new and relatively untried mode of therapy. Not 
only physicians have given us the opportunity of utiliz- 
ing this method of therapy, but also coaches of out- 
standing athletic organizations. 


Since roentgen therapy of traumatic injuries was 
last discussed before the American Osteopathic College 
of Radiology in 1948 we have gained in wisdom and 
experience and have for the most part taken the guess- 
work out of dosage, although each case remains an in- 
dividual problem and no stereotyped set-up can be 
made. 
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We now have behind us some 8 years’ experience 
in the management of these cases, and the scope has 
widened considerably as our patients now come not 
only from professional athletic organizations, but from 
football squads connected with local universities, high 
school basketball and baseball teams, and track teams. 
Even everyday strains and sprains encountered in the 
routine walks of life account for some of our patients. 
Many referring doctors now request radiation therapy 
for traumatic cases seen in their offices. Over this 
8-year period we have treated some 700 cases, and we 
have been told that our treatment of athletes has re- 
sulted in the savings of approximately 75 to 80 man 
hours for each case. 


HISTORICAL BACKGROUND 

A. brief historical sketch will aid in 
standing the rationale of this treatment. 

Leopold Freund, who first used x-rays for thera- 
peutic purposes in skin lesions in 1897," was also the 
first to report the disappearance of inflammatory symp- 
toms after x-ray treatment. Following irradiation for 
diseases such as sycosis, the furuncles so often accom- 
panying that condition cleared up without further 
treatment. As a rule, however, an exacerbation of the 
inflammatory symptoms such as edema and suppura- 
tion was observed before the hair fell out. This gave 
rise to the assumption that irradiation increases inflam- 
matory processes, and the conclusion was drawn that 
the presence of inflammation is a contraindication to 
roentgen therapy. Although observations to the con- 
trary were repeatedly published, this attitude generally 
prevailed up to 1924 when Heidenhain and Fried and 
also Pordes reported their results about which Holz- 
knecht informed American radiologists in 1926.* Since 


under- 


that time it has been known that x-rays are able to 
exert a favorable influence on inflammatory conditions 
even in the most acute stage, provided very small 
amounts are given. A dose of moderately filtered rays 
ranging between 50 and 150 roentgens has proved 


highly effective in many conditions. In relation to 
smallness of the dose, the rapidity of the response is 
most striking. Within a matter of hours an appreciable 
alleviation often occurs, and the process clears up en- 
tirely in a few days. 


RATIONALE OF TREATMENT 

Without doubt it is quite safe to say that the 
rationale of irradiation therapy in these traumatic cases 
is not clearly understood. Even in cases of radiculitis, 
bursitis, myositis, and neuritis, conjecture runs ram- 
pant, and it has remained for physicians such as Carty 
and Bond* and Borak* to separate the wheat from the 
chaff and bring us back to earth. We too, however, 
have formulated opinions relative to this matter. 

We will agree that trauma to a part sets up an in- 
flammatory process manifested clinically by heat, pain, 
swelling, and limitation of motion. Increased vascu- 
larity to the part is responsible for the heat. Pain is 
caused either by pressure on nerve endings or by actua! 
injury of the nerves themselves. Impaired drainage is 
for the most part responsible for the swelling. Limita- 
tion of motion, of course, is largely due to pain. 

We will agree also that we are dealing with a 
noninfectious process, free from micro-organisms such 
as streptococci, staphylococci, et cetera. With these 
facts in mind, let us proceed to some of the theories 
on the modus operandi. 

Carty and Bond* have this to say, “Suffice it to 
say that the action of roentgen radiation on inflamma- 
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tory conditions, in a reduction in the size of tumors 
with consequent decreased pressure and the action 
upon blood vessels serving nerves is sufficient to ac- 
count for, in large measure, the undoubted analgesic 
properties of roentgen radiation.” 

Pordes,® Desjardins,® and others have expressed 
theories concerning the phagocytic power of the leuko- 
cytes on the infective process which, in a measure, fit 
into our theory. Our theory, simply stated, is as fol- 
lows: Histamine is liberated in the traumatized area 


- as a by-product of protein breakdown. The first thing 


that happens when the injured member is exposed to 
x-ray is a definite change in the endothelial cells, a 
change in osmotic pressure, which eventually leads to 
a dilatation of the lumen and an increased permeability 
of the capillary walls. Thus, there is increased vascu- 
larity to the part leading to a transudation of serum 
and then to migration of blood cells. This increased 
blood supply to an already engorged area may at first 
exaggerate the symptoms, inasmuch as drainage is al- 
ready impaired. However, this condition is temporary 
for as soon as the x-ray has the opportunity to act on 
the extremely radiosensitive engorged lymphatics, 
drainage is re-established and a balanced arteriovenous 
interchange is brought about, thereby relieving the 
pressure around the nerve endings; pain then subsides. 
Relief of symptoms by re-establishing arteriovenous 
interchange and subsequent diminution of swelling is 
apparently not the whole story. The carrying off of 
waste products such as histamine may be accounted for 
by the phagocytic action of the leukocytes. 
DIAGNOSTIC ROUTINE 

It is a firmly established routine in our depart- 
ment to accept no patient for treatment unless detailed 
x-ray examination of the part affected has been carried 
out and the possibility of fracture or dislocation has 
been excluded. Also, there are other factors which 
might well contraindicate the application of therapy, 
such as complete rupture or severance of a tendon, 

If no definite contraindications are found, the part 
affected is thoroughly examined from the standpoint 
of determining the state of physical injury such as 
swelling, pain on passive or active motion, and dis- 
coloration. We are extremely careful about determin- 
ing the status of the epiphyseal closure at the site of 
injury. Those patients in whom active epiphyseal 
growth is still present receive a very moderate amount 
of radiation therapy, not exceeding a total of 300 
roentgens to a given area. This type of case is com- 
monly encountered in high school athletes. 

Also, we have adopted the policy of employing 
thorough protection to the gonads in all cases treated 
in order to exclude the possibility of sterilization. In 
an instance when the protective factor is questionable, 
treatment is withheld. 


THERAPY ROUTINE 

When the diagnostic procedures mentioned have 
been carried out, the patient is ready for the applica- 
tion of roentgen therapy. Our policy is to utilize small 
doses at frequent intervals in acute cases, inasmuch as 
the literature and our experience have convinced us 
that this method is productive of results superior to 
those produced by large doses given at longer intervals. 
The more chronic the case the larger is the individual 
dose given and the greater the interval between treat- 
ments. The average case requires 50 to 100 roentgens 
every other day, and the usual dosage totals approxi- 
mately 400 to 500 roentgens. The maximum dose over 
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a given part has been 1,200 roentgens. Using so large 
a dose has been a very rare occurrence. 

We use opposing portals whenever possible. The 
factors utilized by us are 200 Kvp, 20 ma. at 50 cm. 
skin-target distance, ¥% value layer of copper, 0.98, 
¥% cu. 1 Al. 

It is our good fortune to be able to collaborate 
closely with the athletic team physicians who are doc- 
tors of osteopathy. These men along with their 
trainers see that suitable supportive measures are car- 
ried out according to the individual case under treat- 
ment. It is our opinion that utilization of proper sup- 
portive apparatus is a highly essential factor in the 
production of maximum beneficial results. 

Physiotherapeutic and hydrotherapeutic measures 
are recommended as indicated, and it has been found 
that diathermy and whirlpool baths are very effective 
supplemental treatment. In the event that a player is 
to be used who still shows some residual disability, the 
physician requests specific protective apparatus for his 
safety during active competition. 

We have been very favorably impressed with the 
consistently satisfactory results and, in many cases, 
dramatic results that have been obtained in the roent- 
gen management of traumatic injuries. We feel that 
the major reason for this success is based upon the 
fact that we are able to see patients early following 
their injuries, in most instances within a matter of 
hours. Diligent and supervised roentgen therapy has 
been carried out, and we have had splendid support 
from the attending staffs of the various athletic teams 
which we have been privileged to serve. 


SUMMARY 


1. Information in medical literature on roentgen 
therapy in traumatic injuries is meager. 
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2. Over an 8-year period we have treated some 
700 cases, including members of professional as well 
as amateur football, baseball, basketball, and track 
teams. 


3. The scope of traumatic therapy has widened 
to include the sprains and strains encountered in every- 
day life. 

. 4. The rationale of traumatic therapy may be 
summed up as follows: 

a. A noninfectious process is being dealt with. 

b. There is a change produced in the endothelial 
cells which leads to dilatation of the lumen and in- 
creased permeability of the capillary walls. 

c. There is increased vascularity to the part. 

d. Symptoms may at first be exaggerated. 

e. Lymphatic radiosensitivity is largely respon- 
sible for re-establishing arteriovenous interchange. 

f. The carrying off of waste products such as 
histamine may be accounted for by the phagocytic ac- 
tion of leukocytes. 

5. No cases are accepted for treatment without 
detailed x-ray examination. 

6. Epiphyseal and gonadal structures are closely 
guarded. 

7. The average acute case requires 50 to 100 
roentgens every other day for 2 to 3 treatments, and 
the total dosage may range from 400 to 500 roentgens. 
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RELATIONSHIP OF OBESITY TO CORONARY DISEASE 
AND HYPERTENSION 


The importance of avoiding obesity in cardiovascular dis- 
ease is clearly indicated by the findings of Arthur M. Master, 
M.D., and his coworkers in The Journal of the American 
Medical Association, December 26, 1953. 

The harmful effects of obesity on the normal and diseased 
heart are well known. The mortality rate for obese persons 
with heart disease is much higher than for those whose weight 
is average or below average. 

In their study the authors investigated the frequency of 
obesity in essential hypertension, angina pectoris, coronary in- 
sufficiency, and coronary occlusion in a group of unselected 
private patients. The individuals were divided into groups 
according to underweight (10 per cent or more), average 
weight, overweight (10 to 24 per cent), and obese (over 25 
per cent). The frequency of each weight group was compared 
by age with similar weight groups in new tables of standards 
which have been devised for weight and hypertension. 

The relative frequency of overweight in men with coronary 
disease increased. (This classification included angina pectoris, 
coronary insufficiency, and coronary occlusion.) The ratio of 


overweight men with angina pectoris in the study group was 
significantly higher than in the control group, being 39 to 20. 
The ratio of those with coronary insufficiency was approxi- 
mately the same as the ratio in angina pectoris. The ratio 
of overweight (prior to attack) in coronary occlusion was 49 
in the study group to 20 in the control group. Of those men 


’ with hypertension, the ratio of overweight men in the authors’ 


group to men in the normal population was 38.2 to 20.1. 


There was no significant difference in frequency of 
obesity among the women with coronary disease and hyper- 
tension in the study group and in the general population, ex- 
cept that in angina pectoris the proportion of obese women in 
the control group was greater than in the study group. These 
findings suggest that in women, obesity may not influence the 
development of coronary disease and hypertension. This ob- 
servation is being investigated further. 

No conclusions can be drawn concerning the etiologic rela- 
tionship between coronary disease and hypertension and obesity. 
However, it would seem clear that obesity should be avoided in 
cardiovascular diseases. 
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THE PROFESSION, MIDYEAR 


The profession began its midyear deliberations 
when the newly created Committee on Clinical Study 
convened for its first meeting at 8:30 a.m., December 
10, at the Central Office of the American Osteopathic 
Association. Vitally necessary to the continuing prog- 
ress of the osteopathic profession as are the actual 
sessions of the Board of Trustees, the midyear meet- 
ings are much more than merely a stated gathering of 
that executive body. 

Much of the actual business of the Board revolves 
around the decisions of the many bureaus of the De- 
partment of Professional Affairs, especially the Bureau 
of Professional Education and Colleges, the Bureau of 
Research, and the Bureau of Hospitals. Of major 
importance, too, are the Bureau of Public Education 
on Health of the Department of Public Affairs and 
the Department of Public Relations. The responsibili- 
ties and activities of each of these groups are far more 
numerous and far-reaching in the day-to-day continu- 
ance of the profession than nonparticipants can pos: 
sibly appreciate. 


In addition to those units of organization which 
are directly a part of the Board structure, the Associa- 
tion of Osteopathic Colleges held a 2-day scheduled 
meeting and also met with the Board of Trustees for 
conference. The executive committee of the Auxiliary 
to the American Osteopathic Association met for 3 
days. The Auxiliary, a group deeply concerned with 
the advancement of the profession, is following a posi- 
tive program to inform and educate the public about 
osteopathic medicine. 


This midyear meeting was the first meeting at 
which the fifty-sixth A.O.A. President acted in his 
capacity of presiding officer of the Board. That he 
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exercised an unusual judiciousness combined with ex- 
actness of parliamentary procedure was a matter for 
commendation by members of this experienced de- 
liberative body. Almost immediately following the call 
to order, the four employed officers of the Association 
presented their semiannual reports. 


The Executive Secretary reported that the Asso- 
ciation had a total of fifty-seven full-time employees, 
counting those in Washington as well as in Chicago. 
All categories of membership totaled 8,816, the highest 
number on record, and the total number of osteopathic 
physicians was beyond the 12,000 mark. The Secre- 
tary expressed his gratification over the record mem- 
bership, but expressed his concern with “a divisionary 
situation which, while some elements of it have exist- 
ed for all the years of our incumbency, could become, 
perhaps, more dangerous than ever.” The attention of 
readers is called to a more detailed editorial exploration 
of this situation in the December, 1953, and the Janu- 
ary, 1954, issues of Tie JouRNAL. 


Keports of the Business Manager, the Editor, and 
the Treasurer made an accounting to the Board of their 
varied responsibilities and their progress. The Treas- 
urer’s report was of special interest in that it presented 
“the highest yolume of operations in the Association’s 
history for any comparable period.” This Association 
has an enviable record among similar groups for its 
conservative financing. But the Committee on Finance 
of the Bureau of Business Affairs, while uncompro- 
misingly committed to a balanced budget, is as strong- 
ly pledged to a type of conservatism which does not 
impede progress. Increased cost of membership has 
but one legitimate basis, an increase in needed services 
to the membership. The Treasurer’s report reveals that 
the service activities of the American Osteopathic As- 
sociation are now at their optimum. 

The space assigned to this editorial report does not 
permit an accounting of these far-flung activities. Out- 
standing at this period, however, are the reorganization 
of the Division of Public and Professional Welfare 
under its new director and new staff and the creation 
of an audio-visual department of such a significant 
potential that it commands the special attention given it 
elsewhere in these columns. 

The Bureau of Hospitals is not only keeping pace 
with the remarkable growth of osteopathic hospitals, 
but it has shaped its policy to their best advantage. The 
Bureau of Hospitals submitted to the Board the list of 
reapproved osteopathic hospitals, the newly approved 
hospitals, and the occasional hospital which has merited 
disapproval because of failure to meet certain stand- 
ards or comply with certain requirements. Hospitals 
that were disapproved in December, 1953, will find a 
new ruling of special significance to them. Disapproval 
of a given institution does not become effective until 
July 1 of the following year, so that interns actually 
in residence will be able to complete their period of 
training. Students under contracts for internships not 
vet activated also have 6 months in which to find an 
approved internship. 


In effect, however, the ruling gives the hospital a 
period of grace. The disapproved institution is told 
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exactly what it must do to rectify its violation of 
standards, and thereby render itself eligible for restora- 
tion as an approved teaching institution. Having met 
those requirements, it is privileged to call for a rein- 
spection before the May meeting of the Bureau of 
Hospitals. If reapproved, the hospital under question 
is recommended to the Board of Trustees at its July 
meeting for restoration to the approved list. 

This type of disapproval is essentially one of pro- 
bation. It is a period which works no hardship upon 
the hospital, and ‘most especially none upon interns or 
residents, who are given ample time for negotiating a 
new contract with an approved institution. But even 
more important, it is a test of the honesty and integrity 
of an institution. Ample time is given hospitals to meet 
the requirements of the Bureau, and if the disciplined 
institution meets the requirements within that period, 
no loss of community standing results. The list of dis- 
approved institutions is not generally known during 
the 6-month period. 


The Board heard with special interest the report 
of the General Program Chairman for the Fifty- 
Eighth Annual Convention of the Association. The 
program is much further along its way toward comple- 
tion than is usual at this period, a situation which met 
the hearty approval of the Trustees who also were 
pleased by the promised excellence of the program it- 
self. Arrangements by the Bureau of Conventions with 
Toronto hotel officials and the local committee give 
promise of a noteworthy meeting. 


The Office of Education of the A.O.A. called 
attention to the December issue of a widely known and 
authoritative publication of the United States Office 
of Education, Higher Education, which contained a 
lengthy article on osteopathic education. This is a part 
of a series which has been appearing for the past year 
on various types of professional education in the Unit- 
ed States. The publication of this article is a note- 
worthy recognition of the status of the training which 
the profession makes possible to students of osteo- 
pathic medicine. The Central Office has available a 
supply of reprints for use in informing the public of 
the details of our educational program. Doctors and 
osteopathic institutions are urged to make selective 
use of this material. 

Among the unassigned committees which report to 
the Board, the most important is the Osteopathic Prog- 
ress Fund Committee, operating under the Osteopathic 
Foundation. Its director advises that OPF is expe- 
riencing a revival productively and that the living en- 
dowment theme, introduced during the past year, has 
met with wide approval by the profession and ha’ 
given members a new sense of their responsibility for 
the educational program which they have endorsed. 


A preliminary report on the buying-power survey 
of the osteopathic profession was made to the Board 
by representatives of Market Facts, Inc., the agency 


conducting the research project. Statistics thus far 
available are interesting and significant of our place 
in the commercial market of medical supplies and 
pharmaceuticals. Details of the project will be made 
generally available early in 1954. 


Journal A.O.A. 
February, 1954 

Again organized osteopathy has demonstrated the 
maturity of leadership which gives us, a minority 
group, majority status. 


THE CHALLENGE OF CLINICAL STUDY 


One of the most important decisions made by Dr. 
Allen A, Eggleston as President-Elect of the American 
Osteopathic Association was to call for the creation of 
a Committee on Clinical Study to be established under 
the Bureau of Professional Education and Colleges. 
In 1953, at its July meeting, the Board of Trustees 
approved the creation of such a committee to be con- 
tinuing over a period sufficiently long to accomplish 
its purposes, a period estimated to be from 5 to 10 
vears. 


In outlining to the Board the purposes and policy 
that should guide the creation and development of a 
committee on clinical study, Dr. Eggleston pointed out 
that one of the serious responsibilities of the osteo- 
pathic profession—to develop its distinctive contribu- 
tion—was inherent in its relationship to other sections 
of medicine. To that end he advised that the creation 
of such a committee should result in the “assembling 
of a selected group representative of the fields of gen- 
eral practice and the various specialties to lay down 
minimum criteria for the accumulating, recording and 
reporting of data.” Upon appointment, this Committee 
would select and enlist “a group of osteopathic physi- 
cians and allied scientists who will conduct clinical 
studies in assigned areas and in accordance with estab- 
lished minimum criteria . . . [reporting] procedures, 
findings and results.” The collection and collation of 
data growing out of the work of this group would also 
be a responsibility of the Committee. 


Upon assuming the presidency of the American 
Osteopathic Association, Dr. Eggleston appointed the 
Committee which held its preliminary conference in 
Chicago in December. At the close of its first session 
the Committee agreed upon the objectives which 
should govern its action. The time has come to make 
these objectives known to the profession and to enlist 
the interest of every member. For without the widest 
possible participation of doctors of osteopathy every- 
where, the Committee cannot hope to be successful in 
the accomplishment of its broad purposes and high 
aims. 

The Committee on Clinical Study consists of five 
members appointed by President Eggleston, to be sup- 
plemented by representative individuals invited by the 
chairman to participate in conferences. The Commit- 
tee’s objectives serve as a guide for its action. The 
first calls for integration of the science and art of os- 
teopathy in the study, evaluation, and therapeutic man- 
agement of case problems; the second, for re-examina- 
tion and articulation of all existent osteopathic litera- 
ture, thereby epitomizing the distinctive contribution 
of osteopathy to medicine generally. In such a study 
the osteopathic concept would constitute the focal point 
for a consideration of the problems of the etiology, 
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diagnosis, and treatment of disease. The study would 
set out to elicit basic principles in the art and science 
of structural diagnosis of the aberrations of the mus- 
culoskeletal system, applying such principles to the 
development and use of manipulative technics. Third, 
the Committee would attempt to accumulate acceptable 
data on the current clinical management of case prob- 
lems by osteopathic physicians. The fourth is the 
ultimate production of a basic text on osteopathic prac- 
tice. 


Before an attempt is made to report clinical 
studies to any noteworthy degree, the reporters must 
be certain that they are in agreement in their usage of 
terms—exactly what is meant by a “clinical study”? 


Many physicians fail to differentiate between re- 
search and clinical study and observation. Good sound 
research programs are rarely accomplished in a physi- 
cian’s private office. However, valuable clinical obser- 
vations are often seen, and so reported. Observation is 
an art, as much as it is a science. The trained observer 
is neither born nor made—he is developed. 


Every physician should be a good observer. His 
tools are his five senses plus the concatenating power 
of his mind and the spiritual insight of the whole 
man. The sensitivity of these tools are variable as all 
of us are variable. They can be developed or allowed 
to atrophy by disuse. 


Such are the challenges which face the Committee 
on Clinical Study, yet they are not our challenges alone, 
they are yours: they call us all to assume our responsi- 
bility as osteopathic physicians. 


In reality, osteopathy is in its phase of challenge 
in which we must demonstrate in a manner not open 
to question its distinctive contribution to the age old 
art of healing and the newer science of medicine. That 
demonstration must be in the terms of fundamental 
and clinical research. The Committee on Clinical Study 
has pledged itself to the furtherance of the clinical 
aspects of this program of demonstration, believing 
that back of the Committee and working with it is the 
profession itself. 

Georce W. Nortuup, D.O. 


Chairman, Committee on 
Clinical Study 


AUDIO-VISUAL EDUCATION AND 
INFORMATION 


New avenues of service to organized osteopathy 
and to the public are opened by the action of the Board 
of Directors of the Osteopathic Foundation in Decem- 
ber, 1953, establishing an office of Audio-Visual Edu- 
cation and Information. Under the direction of Mr. 
T. F. Lindgren, who supervised the production of the 
motion pictures recently released by the Foundation 
and the American Osteopathic Association, this new 
activity will fill a long recognized need. 


Audio-visual aids are an important development 
in modern education and public relations, and their in- 
creased availability through the functions of the Osteo- 
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pathic Foundation will enrich both graduate and under- 
graduate education and add strength to public relations 
activities at all levels of osteopathic organization. 


Plans for developing a library of films, slides, and 
other audio-visual aids are being activated immediate- 
ly, and to this will be added a catalog of films available 
from other agencies. The usefulness of this service to 
program chairmen is obvious and will become increas- 
ingly apparent as more organizations take advantage of 
it. District meetings, hospital staff meetings, conven- 
tion programs, and refresher courses are certain to 
find in this service a source of new and fresh material 
which will add to their interest and vitality and exert a 
positive influence accelerating professional develop- 
ment. Osteopathic colleges will find it a highly useful 
adjunct to undergraduate education. 


It is anticipated that all departments of organized 
osteopathy at both state and national levels will find 
the audio-visual program of major usefulness. The 
availability of this additional medium of expression 
will assist each department in developing its program 
and securing maximum returns from its efforts. Pub- 
lic relations, vocational guidance, and membership are 
but a few examples of departments of organizational 
activity which can utilize audio-visual aids to advan- 
tage. 

Through the years the audio-visual program is 
expected to accumulate materials of significant his- 
torical value. Important lectures and papers presented 
in the fields of clinical experience, osteopathic educa- 
tion, and laboratory research have values which the 
spoken or written word cannot preserve adequately. 
Selected portions of such materials may well be pre- 
served on sound film to retain valuable factors that 
cannot be transferred to ink and paper. The osteo- 
pathic profession is passing through a critical stage in 
its development, and future members will be directly 
affected by the personalities taking a leading role today. 
The ability of osteopathic physicians of tomorrow to 
see and hear through the medium of motion pictures 
those who are in active leadership today will have 
great value and may do much to assure continuity in 
both the philosophy and the practice of osteopathic 
medicine. 


The inauguration of audio-visual service under 
the aegis of the Osteopathic Foundation rounds out 
Foundation activity to include the three major areas 
in which most foundations function. The raising of 
funds and the subsequent distribution to colleges and 
research projects are the two functions which the 
Foundation has conducted heretofore. These functions 
will be maintained and amplified but the third function 
of direct service to the osteopathic profession and pub- 
lic is one which is essential to the normal growth and 
development of this important philanthropic affiliate 
to organized osteopathy. It is firmly believed that 
through the dignity of service the Osteopathic Founda- 
tion will find wider understanding and appreciation 
which will be reflected in increased support to its var- 
ious philanthropies. 


Lewis F. CHAPMAN, 
Director, Osteopathic Foundation 


A.O.A. 
ebruary, 1954 


Notes and Comments 


The formation of a Tobacco Industry Research 
Committee by fourteen major tobacco distributors, 
growers, and producers presents a united front to the 
disclosures of medical researchists that cigarette smok- 
ing can be a factor productive of types of lung cancer. 
Display advertisements appeared last month in the 
larger newspapers of America headed, “A Frank State- 
ment to Cigarette Smokers.” The announcement stated 
that the research activities would be in charge of “a 
scientist of unimpeachable integrity and national re- 
pute.” This position of the tobacco manufacturers is 
one of sharp reversal from the “brush-off” which they 
gave press reports of the medical research thus far 
done largely in university research centers. 

Suspended judgment will be maintained on the 
proposed research until the name of its director is 
known and the makeup of the advisory board of “‘dis- 
tinguished men from medicine, science and education” 
is common knowledge. Tobacco management is scarce- 
ly in the position to judge the validity of men of sci- 
ence or research projects. 

In the meantime as eminent an authority as Dr. 
Cornelius P. Rhoads, research director for the Me- 
morial Center for Cancer and Allied Diseases in New 
York, is reported in the press as saying, “. . . the un- 
derlying medical question is settled,” by which he 
means that smoking can be a causal agent in the eti- 
ology of lung cancer. THE JOURNAL OF THE AMERICAN 
OstEopaTHIC AssociaTION and The Journal of the 
American Medical Association no longer accept ad- 
vertisements of tobacco companies. Neither will they 


take liquor advertisements. 
x 


The Food and Drug Administration plans to have 
dietary food labeling regulations amended with the ob- 
jective of having labels declare the sodium content of 
food in terms of milligrams per 100 grams. All labels 
of frozen vegetables will declare the presence of salt 
wherever added directly or indirectly to these foods. 
As a part of the processing, salt brine is used in certain 
of these vegetables, which may add a substantial 
amount of sodium. Such a program would aid persons 
in following low salt diets. The action has the endorse- 
ment of the American Heart Association. 


Staff officials of smaller osteopathic hospitals who 
may not receive a copy of the Report of the 1953 Con- 
vention of the American Osteopathic Hospital Associa- 
tion will find it a valuable compendium of information 
about hospitals and a guide to their management. It is 
available to nonmembers for $4.50 a copy ; extra copies 
to members are $3.00. Address the American Osteo- 
pathic Hospital Association, 1013 Kahl Building, Dav- 
enport, Iowa. 

* * * 


Speaking before the 1953 meeting of the American 
Osteopathic College of Radiology at Los Angeles, 
President J. Armande Porias called the attention of 
his hearers to three significant articles in radiological 


literature on spinal mechanics—they would be valuable 
for study to all osteopathic physicians doing radiology, 
and to any doctor concerned with the fundamentals of 
manipulative treatment. The articles will be found in 
The American Journal of Roentgenology and are as 
follows: 

* A Study of the Lower Extremity Length In- 
equality. [Rush and Steiner] November, 1946. 

Intervertebral Joint Subluxation. [Hadley] March, 
1951. 

Motion of the Lumbar Spine. 

1953. 


[Tanz] March, 


* 
Reinhard H. Beutner, newly appointed head of 
the Department of Physiology and Pharmacology, Des 
Moines Still College of Osteopathy and Surgery, is the 
author of an article on The Intra-Lepoidal Origin of 
the Nerve Action Potential Through Reversible Phos- 
phatide Splitting, which was published in the Septem- 
ber, 1953, issue of Euclides. The article deals with ex- 
periments which show that the action current of nerves 
is caused by a reversible autolysis of lecithin or other 
phosphatides. 
* * * 


In a recent address made before the National 
Association of Retail Druggists in Chicago, Charles 
W. Crawford, Commissioner of the Food and Drug 
Administration, pointed out that one of the important 
achievements of the Durham-Humphrey amendment 
(1951) to the Federal Food and Drug Act was to 
clarify the respective responsibilities of two great pro- 
fessions, that of medicine and that of pharmacy: “In 
effect the law says it is the physician’s responsibility to 
prescribe medication and it is the pharmacist’s respon- 
sibility to provide medication.” The Commissioner 
pointed out that the ethical pharmacist need not fear 
prosecution under the amendment and that FD. does 
not make random or general searches of druggists’ 
prescription files—cases come from police, coroners, 
social workers, clergy, and from reputable pharmacists 
themselves. Druggists who engage in prosecutable 
practices constitute only a fringe of the profession, a 
fringe not entitled to be regarded as members of the 
profession, according to Mr. Crawford. “The misuse 
of drugs” is a “very serious fundamental problem,” 
which, he warned, can be solved only if the govern- 
ment, the trade, and the profession work together con- 
structively in the public interest. 


=x  * 


The body of an individual who has received radio- 
active isotopes for therapeutic purposes presents the 
possibility of contaminating those who handle it, ac- 
cording to the National Bureau of Standards. Indi- 
viduals receiving diagnostic tracer doses would not 
present such a danger. Members of groups (patholo- 
gists, anatomists, embalmers) subject to possible haz- 
ards of exposure should consult “Safe Handling of 
Cadavers Containing Radioactive Isotopes,” published 
by the Government Printing Office, Washington 25, 
D.C., and purchasable there for 15 cents. 
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SPECIAL ARTICLE 


Disaster Plans for Bay View Hospital 


STEPHEN A. SHEPPARD, D.O. 
Health Director for Civil Defense 


Editor’s Note: On September 22, 1953, the Fed- 
eral Civil Defense Administration issued General Or- 
der No. 154 and Advisory Bulletin No. 152 concerning 
the relationship with and utilization of organized 
groups in civil defense. Both were directed toward the 
maximum integration of organized groups into the civil 
defense effort at federal, state, and local levels. In a 
letter dated September 30, 1953, to Mr. Robert P. 
Chapman, Executive Secretary of the American Os- 
teopathic Hospital Association, John B. Alsever, M.D., 
Acting Director, Health and Special Weapons Defense 
Office, emphasized the statements of the Order and the 
Bulletin as follows: “From our standpoint every hos- 
pital in the nation is duty bound to become a com- 
ponent in the integrated overall local casualty services 
program.” Dr. Sheppard's disaster plans for Bay View 
Hospital are published here as an example which 
should be helpful to osteopathic hospitals making ready 
to participate in civil defense activities. 


Plans have recently been completed at the Bay 
View Hospital which will be instituted in the event 
of major disaster, and regular practice periods are 
being held in order to acquaint the staff with pro- 
cedure during such catastrophe. 

The problem, however, is to familiarize the resi- 
dents of the area with what will be done by the hos- 
pital, as well as the best manner in which they may 
serve not only themselves but their neighbors during 
such a situation. . 

Specific duties have been assigned to each depart- 
ment in the hospital. In order for the public to be 
aware of the activities of these departments, they will 
be briefly reviewed here. 

First of all, the Board of Trustees of the hospital 
has been assigned the duty of establishing liaison 
between local Civil Defense officers and the institution 
proper. Tentative arrangements are being considered 
for the establishment of adequate docking facilities 
to be provided at the back of the hospital for crash 
boat and Coast Guard landing purposes. The Board 
of Trustees is in contact with the local Coast Guard 
station regarding the possibility of installation of such 
a dock and to acquaint the Coast Guard group with 
the fact that Bay View Hospital is the only hospital 
in the Cleveland area which is available directly by 
water. 

Further contact on the part of the Board of 
Trustees has been recommended whereby arrange- 
ments with Army, Navy, Coast Guard, and National 
Guard supervisory officers may be made so that these 
groups may be aware of the intended use of the back 
parking lot for helicopter landing space. Suggestions 
have been made that the facilities of all surrounding 
communities be combined insofar as medical service is 
concerned, as Bay View Hospital is the only hospital 
west of the Rocky River Gorge, the nearest hospital 
other than Bay View being located in Lorain, Ohio, 
should bridges be destroyed over the Rocky River. 


City of Bay, Ohio 


One member of the Board of Trustees has been 
assigned to each of the following divisions of the 
hospital and has attempted to familiarize himself with 
the functions of that department to the extent that 
he or she could take over as relief or alternate head 
if the regular department head should be a casualty. 

1. Communications (switchboard messenger serv- 
ice, walkie-talkie considered). 

2. Food (sources of supply, storage, preparation, 
diets, et cetera). 

3. Housekeeping (laundry, cleaning crews, requi- 
sitioning of linens from private homes, assignment 
of linens to private homes if transportation to present 
laundry facilities impossible). 

4. Utilities (areas of control for electricity, gas, 
water, auxiliary generators and their function, storage 
place and delegation of emergency water supply). 

5. Public relations (dissemination of information 
to news-gathering agencies and other authorized per- 
sons, maintenance of good public relations with co- 
operating agencies and individuals, general trouble 
shooting ). 

In addition, the Board of Trustees has attempted 
and is still hoping to establish and maintain contact 
with a local group of amateur radio operators in order 
to encourage a crew of them to set up a mobile radio 
unit in the hospital in case of a disaster. These men 
would come immediately to the hospital with their 
equipment and provide what might be the only com- 
munication with the outside area. Also these men 
would be invaluable in making direct contact with 
incoming aircraft, Coast Guard boats, police ambu- 
lances and cruisers, as well as fire department crews. 
Suggested area for this installation has been the office 
of the administrator. 

The administrator of the hospital has been 
assigned the duty of obtaining adequate identification 
cards for the use of all employees to expedite the 
arrival of workers at their posts during emergency 
periods. These cards are printed and have been issued 
by the Disaster and Relief Committee of Cuyahoga 
County, and all members of the staff should have such 
identification cards within the near future. 

All physicians on the staff of Bay View Hospital 
have been designated Deputy Coroners and carry 
identification cards as well as arm bands and auto- 
mobile windshield stickers which will allow them to 
pass through road blocks and similar obstructions. 

The administrator here has also made arrange- 
ments to employ the Fuller home which is directly 
east of the hospital as an emergency contagious disease 
hospital, while the home of Dr. Richard N. Sheppard, 
the first one west of the hospital, has been designated 
a decontamination area for radioactive cases. In 
addition, Mr. Lease has provided for use of the West- 
wood Country Club as an evacuation point where all 
patients will be moved, if at all able to be moved, 
by ambulance and panel truck as soon as the all-clear 
signal has sounded. Relatives and friends desiring 
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to pick up patients for home care following the all 
clear should contact the Westwood Country Club 
regarding information and availability of these 
individuals. 

The chief telephone operator has her duties out- 
lined, including that of giving the alarm and immedi- 
ately contacting the homes of the heads of various 
departments, so that availability of these men will be 
immediately determined and alternates appointed if 
they are casualties. 

The medical record librarian has been assigned 
the responsibility of keeping track of the identity of 
each patient or casualty brought to the hospital. Spe- 
cial Federal Security patient identification tags are 
being obtained for this purpose. In addition, a casualty 
record book for use only in catastrophe periods has 
been provided. It is designed to contain the following 
information regarding each patient in addition to an 
identifying number. 


Full name 

Home address 

Telephone number 

Age 

Sex 

Date and time of admission 

Religion 

Next of kin 

Area of city in which injury was received 

10. Diagnosis 

11. Date and time of death or discharge 

12. Disposition. 

In addition, the medical record librarian is to 
provide indelible red dermatographic pencils for mark- 
ing significant areas on the skin of injured patients. 
It is her duty to keep as complete records as possible 
on every individual brought to the hospital during the 
emergency period. 

The chief dietitian has been instructed to stock- 
pile where practical sufficient staple food material for 
90 days of normal operation. A method of rotation 
has been devised to prevent deterioration or wastage 
of such food materials. Contact with local Civil De- 
fense organizations is to be established whereby a 
method may be devised which will measure the needs 
of the hospital on a daily basis during such emergency ; 
procurement of supplementary foodstuffs as required 
is the objective. 

The dietitian also has obtained appropriate con- 
tainers and is storing high energy types of food such 
as chocolate, cereals, and bouillon, and other food 
concentrates. These containers are to be placed in 
the basement center corridor and in other easily acces- 
sible areas for the purpose of nourishing those patients 
and personnel who may be isolated in such areas dur- 
ing prolonged attacks or red blanket alarms. 

In addition, the dietitian has the responsibility 
for stockpiling sufficient milk concentrates and carbo- 
hydrate material for 90 days of normal activity, 
thereby providing sufficient amounts for formulae for 
newborn infants. 

It is of interest to note that following atom 
bomb attacks in Japan there was a tremendous in- 
crease in the number of children born; the effects of 
irradiation seemed to precipitate premature deliveries 
and hastened the onset of labor of those at term. This, 
of course, created a tremendous feeding poctton for 
infants and newborns. 
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The dietitian is also contacting schools, churches, 
and other local organizations known to employ the 
services of dietitians in order to correlate hospital 
activity with the planning of these organizations. 
Canteen service for volunteer workers will also be 
established by the chief dietitian. 


The superintendent of nurses has the responsi- 
bility of maintaining a current list of all nursing 
personnel, as complete as possible a list of volunteers 
for practical nursing, and those available for special 
nursing duties on call. It is her duty also to establish 
and maintain a system for evacuation of patients from 
the wards, this system to be used when the air raid 
warning signal or fire alarm is sounded. Furthermore, 
she is in direct control of and supervises all nurses 
and aides as well as volunteer workers connected 
with specific nursing duties during disaster periods. 
Nurses will provide emergency lights on wards and 
in operating rooms and areas where patients and 
personnel will convene while waiting the all clear. 


The chief pharmacist has been instructed to 
establish and maintain contact with local pharmacies 
and their pharmacists. He is to devise a plan whereby 
a crew of no less than three pharmacists will be 
available in shifts to help dispense medication and 
supplies at the hospital. It is his duty to acquaint 
the pharmacists of the area with the entire emergency 
disaster program of the hospital and to encourage 
stockpiling of all materials likely to be needed in mass 
quantity during a disaster. The hospital pharmacist 
has started stockpiling all ordinary medications in 
amounts adequate for 90 days of normal operation. 
He also stockpiles and maintains fresh supplies of 
distilled water to fill the minimum drinking needs of 
500 people for 12 hours. He must be responsible for 
accounting for narcotics and other drugs and super- 
vise the delivery of all drugs where they are needed. 


The president of the hospital Guild will, through 
already existing committees and volunteers (who may 
or may not be members of the Guild), provide per- 
sonnel to function as relief switchboard operators, 
stenographic assistants, food handlers, nurses’ aides, 
and directors of traffic. 


A list of no less than twenty-five residents of 
the area (preferably within walking distance of the 
hospital) who have automatic washing machines and 
dryers in their homes will be devised. These people 
will be volunteers who are willing to help keep sup- 
plies of clean linen flowing, providing electric power 
is available. 


The president of the Guild also has responsibility 
for keeping in contact with the personnel director for 
Civil Defense of Bay Village for the purpose of 
maintaining a dependable mobile crew of workers of 


' high school age to be employed to transport linens, 


run errands, function as ground crews, and assist 
the maintenance engineer in his duties in case of dis- 
aster. This crew will be instructed to proceed to the 
hospital on bicycles when the all clear is sounded and 
report to the president of the Guild for instructions 
and assignments. 


In addition, the president of the Guild is main- 
taining a list of residents of the area willing to make 
available mattresses, twin or single bed size, for use 
in emergencies. She will establish collection centers 
throughout the area to which mattresses may be 
brought to be picked up and delivered to the hospital 
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by volunteers. Upon arrival at the hospital these 
mattresses will be distributed to the main unit, the 
decontamination center, and the contagious disease 
ward at the direction of the president of the Guild. 
A minimum of 250 such mattresses should be available 
within 2 hours after the all-clear signal. 


The regular maintenance engineer of the hospital 
has the responsibility for conscription of whatever 
personnel he requires. Upon receiving the all-clear 
signal he will set up a road block under the archway 
of the east end of the. Hospital and permit none but 
emergency vehicles in the back entry. All regular 
deliveries will be made at the side entry to allow 
close checking of incoming supplies and to keep back 
areas clear for air and water approaches. He will 
provide a security guard to prevent unauthorized per- 
sons from entering the hospital, to protect parking 
areas, to protect the hospital and its personnel from 
evacuees from other areas and/or looters, and to pre- 
vent disturbance of dead bodies in the mortuary area 
until final identification and disposal can be arranged. 


Furthermore, the maintenance engineer also 
will see to immediate closure of all toilets and lava- 
tory facilities as soon as the all clear sounds in order 
to avoid wastage or contamination of what little 
usable water is available. It should be borne in mind 
at all times that one of the few sources of uncontami- 
nated water is the storage tank of toilets and the 
small amount of water actually in the pipes of 
lavatories at the time of atom bomb attack. 


The maintenance engineer will also establish 
latrine facilities for both sexes within as brief a 
period as possible after the all clear in the event 
attack has occurred. He will select sites appropriate 
for such installations and will make what preparations 
he feels are indicated for the rapid disposal and de- 
contamination of human excreta. This function is of 
extreme importance since the likelihood of interrup- 
tion of sewage facilities is great. The engineer will 
also establish and maintain contact with organizations 
with wrecking trucks at their disposal so that such 
equipment will arrive at the hospital to clear roads 
and evacuate the back parking lot. It will also be the 
duty of the engineer to determine the occupancy of 
all buildings following attack and if any are unsafe 
for occupancy to notify the appropriate officers of the 
hospital. He will devise a means of disposing of 
garbage if the usual methods are not available. He 
will turn off all utilities when the alarm sounds and 
restore services as soon as possible after the all clear. 


The chief of staff of the Hospital will coordinate 
the activities of all departments and function as chief 
public relations officer, establishing a crew of no less 
than three for this purpose. He shall act as liaison 
officer between the general staff and Board of Trustees 
and will familiarize himself with the entire disaster 
plan and its ramifications and prepare to act in an 
advisory capacity to any department head at any time 
during the emergency period. He will devise and 
employ any method available to test the preparedness 
of the regular hospital employees at any time. He 


will test the preparedness at irregular intervals of no 
greater than a month until the need no longer exists. 
He will conduct special sessions with department heads 
whose divisions appear weak when tested, in order 
to discover reasons for weakness and to correct them. 

Resident surgeons and fellows in training will 
familiarize themselves with the use of a Geiger 
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counter. The residents and fellows will be in charge 
of all house staff activities and will assign members 
of the house staff to appropriate services. It is their 
duty to familiarize themselves and the members of 
the house staff with symbols which will be used on 
incoming patients as follows: 


U—Urgent. 


TK—a tourniquet has been placed and is still 
present. 


T—tetanus antitoxin or toxoid has been given. 
H— internal hemorrhage. 

M—'% gr. morphine previously administered. 
NS—head injury. 

I’—fracture. 


These symbols will be found on the Federal 
Security patient’s identification tags which many of 
the casualties will already have attached. 

The senior surgeon will establish a team of sur- 
geons from local Civil Defense files of physicians in 
the area willing to serve during disaster. This team 
should consist of a minimum of six men who will be 
responsible for all major operative surgery, exclusive 
of neurosurgery and orthopedics. The group will have, 
as at present, at least one chest surgeon and one 
vascular surgeon. Emergency materials, including 
sutures, dressings, and instruments considered by this 
team necessary for 90 days of normal operation, for 
use by this team have already been stockpiled. These 
materials are placed in appropriate containers and 
stored in protected areas. The senior surgeon will 
establish cooperation and liaison with the chief oral 
surgeon to obtain the names of members of the dental 
profession willing to help with the suturing of lacera- 
tions and other activities under the supervision of 
the senior surgeon. 


The chief neurotraumatic surgeon will establish 
a team of three to check each patient admitted for 
evidence of head injuries. Upon examination of the 
casualty the designation “NS” will identify those re- 
quiring further neurosurgical care. Adequate supplies 
for normal function for a period of 90 days have 
been stockpiled, and a system of 24-hour emergency 
call will be maintained throughout the emergency 
period. The chief neurotraumatic surgeon has estab- 
lished contact with the head of the ear, nose, and throat 
department to arrange for specialists to help in treat- 
ment of head injuries with ear, nose, and throat 
complications. 


The chief pathologist will assume full responsi- 
bility for the morgue and will function in an advisory 
capacity to maintenance crews with regard to latrines 
and disposal of human excreta. He will maintain the 
present 24-hour availability of laboratory technicians 
and supplement this group from local Civil Defense 
files. He is stockpiling laboratory reagents for a 90- 
day period of normal operation. He has doubled the 
number of containers of distilled water normally 
kept on hand and anticipates that this may be the only 
source of uncontaminated nonradioactive drinking 
water available. He will maintain present facilities 
for testing safety of drinking water pumped from 
local wells and instruct two technicians in the method 
of spot-checking such water at local distribution 
centers throughout the emergency period. He will 
anticipate the problem of disposal of dead bodies and 
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establish contact with bulldozer crews for mass burial 
if necessary. A book known as the “morgue book” 
will be available for use in the morgue, so that a 
record of the security number of each body may be 
kept. These numbers are to be found on the forehead 
and also on the security tag attached to the body. 
He will designate a crew of no less than six men 
to supervise the morgue and assist the hospital security 
guard until the regular security guard arrives on the 
scene. He will make certain that the members of 
this group are familiar with the morgue book, its 
contents, whereabouts, and use. The morgue book 
will contain, in addition to the security number, a 
space for disposition, date and time of disposition, 
and to whom the body was disposed (relative, friend, 
mortician, bulldozer crew, et cetera). The blood bank 
and the drawing of blood as it is required will be 
under the supervision of the chief pathologist, and it 
is suggested that the present facilities for blood draw- 
ing be tripled. 


The chief roentgenologist will maintain the 
present 24-hour coverage by x-ray technicians. He 
will establish contact with the local Civil Defense direc- 
tor and determine the names of any trained x-ray per- 
sonnel in the area who might be available for 
emergency services. He will establish an emergency 
x-ray technician group of no less than six trained 
technicians and direct their activities during the dis- 
aster period. He is stockpiling sufficient material to 
allow 90 days of normal operation and will accept 
full responsibility for treatment and supervision of 
all radioactive patients. 


The chief eye, ear, nose, and throat surgeon will 
maintain contact with the neurotraumatic department 
so that eye, ear, nose, and throat specialists can work 
with a neurotraumatic surgeon on head cases. He will 
contact the chief oral surgeon for names of volunteers 
from the dental department who desire to work in con- 
junction with the ear, eye, nose, and throat depart- 
ment. He will prepare additional facilities for bron- 
choscopic examinations and endoscopic therapy in 
conjunction with removal of foreign bodies, coagula- 
tion of bleeding points in blast injury, and similar 
problems. 


The chief oral surgeon will establish a list of 
dentists living or working in the area willing to serve 
at the hospital during a disaster period. He will de- 
termine which of these men will be willing to work 
with the department of anesthesia during this period. 
He will assign these men to anesthesia and direct 
them to report to the hospital immediately upon 
hearing the all-clear signal. He will determine which 
of these men would be willing to work in first aid 
and burn treatment centers and assign them to the 
local Civil Defense health directors under whose 
direction these centers will be established. He will 
assign the remainder of these men to the Department 
of Oral Surgery and instruct them to anticipate much 
activity in the Department of General Surgery work- 
ing with lacerations, plaster, burns, and many other 
types of injury not directly or ordinarily related to 
dentistry. All such work other than what they ordi- 
narily do will be under the supervision and responsi- 
bility of the head of the department under which 
they elect to work. All will be instructed by the chief 
oral surgeon to hold themselves ready for the true 
dental problems which will, no doubt, be more plentiful 
than is anticipated. 
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The chief anesthetist will obtain from local Civil 
Defense files names of all physicians willing to co- 
operate with the department of anesthesia during an 
emergency period. He will stockpile sufficient material 
to satisfy the requirements of 90 days of normal 
operation and will place such material in appropriate 
containers and store it in a safe place. He will estab- 
lish a team of no less than five anesthetists completely 
equipped and trained to employ open drop ether, 
spinal, or Pentothal sodium anesthesia. He will antici- 
pate that most casualties will need gastric lavage and 
provide facilities for stomach evacuation on a large 
scale. 


The chief of obstetrics will establish crews con- 
sisting of a physician and a nurse’s aide as a minimum 
for home deliveries. He will establish and maintain 
newspaper contacts through the chief of public rela- 
tions to publicize the fact that no obstetric admissions 
will be permitted during the catastrophe. He will 
advise the public of the fact that mobile crews are 
ready and on call at Bay View Hospital for home 
delivery of all but those requiring major operative 
intervention. He will devise and obtain large carrying 
cases that contain material required for home delivery. 
He will designate storage space for these cases and 
advise members of the obstetric teams of their location. 
He will suggest four such complete carrying cases 
to permit sterilization and replenishing of the cases 
while the alternates are in use. He will devise and 
have printed appropriate notices or signs for the 
obstetric floor advising patients and relatives that all 
obstetric patients will be evacuated to the Westwood 
Country Club as soon as the all clear sounds. Rela- 
tives must proceed to the Westwood Country Club 
at the all-clear signal to pick up mothers and babies 
and should not attempt to come to the hospital or 
to call the family physician. 


The house staff chaplain will maintain a current 
list of a Catholic priest, a Jewish rabbi, and a Protes- 
tant minister willing to respond immediately in the 
event of disaster. The chaplain will personally con- 
tact these three if a catastrophe occurs. He will 
administer to the dead and dying if they are not 
immediately available. He will notify the medical 
record librarian of the date and time of death of 
those dying during the disaster period. 


The director of hospital practice will establish 
and maintain liaison with the local health department 
of Civil Defense. He will notify the mayor of Bay 
Village and the director of Civil Defense of the 
hospital plans to the last detail. He will help with 
correlation, development, and testing of the plan in 
any way necessary. He will stand by to assist the 
Chief of Staff in any way possible during disaster 
conditions and familiarize himself with all phases of 


.activity. He will be ready to step into the gap any 


place in the organization as the need arises. He will 
establish a control center in the administrator's office 
and maintain contact with the Chief of Staff, the 
administrator, and the Communications Center at all 
times. He will obtain emergency means of communi- 
cation for use between the main unit, the decon- 
tamination center, and the contagious disease ward, 
and will observe and continually check the plan to 
determine which department heads are actually doing 
their part to prepare for the catastrophe in their 
individual sections. He will establish and maintain 
contact with local law enforcement agencies and 
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acquaint them with the plan and its effect on their 
activity during disaster. He will obtain Geiger counters 
for use of the resident surgeons in determining which 
patients are radioactive and dangerous to the point 
where they are unsafe for admission to the general 
ward of the hospital. 

These, in brief, are the disaster plans which 
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have been devised and initiated at the Bay View 
Hospital. Most of the preliminary objectives have 
already been realized and a few remain to be accom- 
plished. Suggestions and cooperation from members 
of the community are most welcome. 
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PARTICIPATION OF THE LOCAL PHYSICIAN IN VOCATIONAL GUIDANCE AND SCREENING OF STUDENTS 


The future of any group or profession must rest squarely 
on the caliber of its younger members. There are innumerable 
examples of remarkable and rapid deterioration of systems, 
groups, and organizations when they no longer offered com- 
pelling attractions to suitable young people. 

To me the prospect of a career as an osteopathic physi- 
cian is a compelling one. As never before, it seems to me, 
this profession is rapidly unfolding a tremendous contribution 
to the healing art. I am proud, anxious, and determined that 
the osteopathic colleges shall have as students outstanding 
young people. This determination is shiared by many others in 
our profession, and, consequently, many local physicians are 
participating in vocational guidance and the screening of 
students for our colleges. 

In a general but definite sense we are always, each one of 
us, “guiding” young people toward or away from our profes- 
sion. However unwittingly, we are every hour of the day, at 
every turn, in every aspect of our lives—professional and 
social, the representatives, the guides of osteopathic medicine. 

More specifically, when the local physician is discussing 
his profession with a student or with an educator, such as a 
high school counselor, the following don’ts should be kept in 
mind. 

1. Don’t criticize any other school of medicine —Although 
criticism has been leveled at the osteopathic profession for 
over 50 years, it has become stronger with each passing year. 

2. Don’t hold out your profession to educators or students 
as a money-making venture —The ideal of service to one’s fel- 
low men and the possession of sympathy and interest for the 
sick are the main objectives to stress. A physician who enters 
practice with these two incentives firmly entrenched in his 
mind will enjoy a comfortable living as a matter of course. 

3. Don’t ask schools or colleges to call assemblies to 
listen to a talk on the osteopathic school of medicine-—Few, if 
any, educators will grant such a request, and the prestige of 
your profession will suffer. Be ready, however, to accept an 
invitation for yourself or someone else in your profession to 
present information to any school or college group. Well- 
organized and interesting talks have been prepared in the Cen- 
tral Office of the American Osteopathic Association and are 
available to any doctor who is called upon to represent his 
profession before such a group. 

4. Don’t encourage poor students—It is true that some 
poor students have made good in the profession of their 
choice. Nevertheless, the general rule is that a student who 
does well in his preprofessional work, everything else being 
equal, will be successful in his professional training. Our 
colleges have a limited capacity of about 2,000 students which 
means that no more than 540 freshmen can be admitted each 
year from all over the United States. Therefore, there is no 
difficulty in selecting well-qualified students. Preprofessional 


colleges have a tendency to compare the students entering our 
colleges with those entering other schools of medicine. It is 
important that comparison favors the osteopathic profession. 

5. Don’t encourage young people with poor personalities — 
Good personal qualifications and aptitudes are most important 
to success as an osteopathic physician. Try to evaluate the 
potential abilities of a young man or woman who is consider- 
ing entering the profession. 

Often osteopathic physicians are asked by the deans of 
osteopathic colleges to interview applicants residing in the 
physician’s locale. When you are asked to interview a young 
man or woman, it is hoped by the admissions committee of the 
college that you will conscientiously and frankly give your 
actual opinion of the student. 

In a relatively short time you are to determine whether, 
in your opinion, the student possesses the necessary qualifica- 
tions to become a successful osteopathic physician. Even physi- 
cians who have had little training in the technics of educational 
and vocational interviewing have nonetheless, and even con- 
sciously, a remarkable ability to judge people. 

It is essential that you establish friendly relations with 
the candidate in order to obtain accurate and reliable informa- 
tion. The student has completed years of hard work, planning 
and possibly sacrificing, and his interview with you, which is 
required, is the culmination of his purpose. Therefore, it 
should not be surprising that the applicant may appear to be 
under a strain. Do everything possible to help him relax and 
to put him at ease. Explain your role in the student selection 
process and why you have been asked to interview him. 

The college which has requested the interview will furnish 
you a rating sheet with several subheadings such as Aptitude, 
Motivation, Personal Appearance, et cetera. If you have not 
already used this sheet for interviewing you will be surprised 
at the ease, facility, and confidence with which you will be able 
to report, drawing, as you are, on your rich experience as a 
physician. 

As soon as the interview is over, the meeting should end 
in a pleasant manner. Do not give false encouragement to an 
applicant whom you ieel you cannot wholeheartedly recom- 
mend. A skillful interview should not require more than 30 
minutes. 

The applicant should leave the interviewer with the atti- 
tude that, whether he is accepted or rejected, the integrity and 
professionalism of osteopathic education are above reproach. 
Do everything you can to encourage the young man or woman 
who you feel has even better qualifications than your own to 
persevere and carry on in your profession. Participating in 
this activity has been one of the greatest satisfactions of my 
professional life. 

Epwin Lone, Jr., D.O. 
Chairman, Vocational Guidance Committee 
New York State Osteopathic Society 
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PHYSICAL EXAMINATIONS AND DISABILITY 
EVALUATION 


Physicians play an important part in the administration 
of modern public health laws. Probably no more important 
or exacting responsibility is delegated to them than the duty 
of determining and testifying concerning the extent of func- 
tional loss caused a person by an injury or accident. Few 
physicians can avoid the responsibility of making such 
examinations or evaluations, and many physicians are encoun- 
tering cases involving such procedures with great frequency. 
One of the greatest helps in being able to determine, appraise, 
and evaluate the differences between the person hefore he was 
injured and after recovery is an authoritative text on the 
subject. 

“Disability Evaluation” by Earl D. McBride, M.D., was 
last year published in its fifth edition by J. B. Lippincott 
Company. This publication is an example of a text which 
can be of considerable value to the young physician entering 
upon the experience of examining persons for the purpose 
of disability evaluation. While a young physician is_ well 
informed concerning the cause and treatment of diseases and 
injuries, he generally has not had training in evaluating such 
diseases or injuries for what actually amounts to an estimate 
of functional physical loss for economic purposes. Nor is it 
suggested that such training is a proper part of the curriculum 
of a college of the healing arts. It can hardly be expected 
that colleges training physicians and surgeons, in addition to 
the heavy burden already carried by them, should also train 
their physicians in the specialized field of disability evaluation. 
The fact remains, however, that by one method or another 
the physician must soon after he commences his practice 
become familiar with the concept of disability as applied to 
and exercised under laws such as the Workmen’s Compensa- 
tion Acts. 


A text such as “Disability Evaluation” can serve a very 
useful and timely function. This book in its early chapters 
covers subjects basic to the later chapters which’ discuss 
particular types of disabilities most commonly encountered 
in compensation or damage cases. In the early chapters, the 
philosophy or social approach to injury cases is reviewed, 
the function and the position of a physician as an expert 
witness are discussed, the workmen’s compensation laws are 
briefly explained, the administrative provisions involved are 
outlined, and the procedure and standards used in evaluating 
disability by the author and other leading authorities are 
explained. 

No one text or publication could cover disability evalua- 
tion completely or to the satisfaction of all physicians. None- 
theless, the physician’s responsibilities in this field are ones 
which by their very complexity demand that reliance be placed 
upon the experiences and opinions of others as expressed in 
this and similar publications. As the author himself points out: 


Medical practice in the present age of ‘ndustrial organization 


has added many new responsibilities for the physician. The law 
recognizes the licensed physician as the only person qualified to 
determine the extent of personal injury. When an injured employee 
has sustained a disability of a permanent nature the industrial courts 
expect the physician to determine the extent of disability. They 
depend on him to express the permanent or the percentage of permanent 
partial loss. It is on the physician’s estimate in arithmetical pre- 
ciseness of the physical handicap that the legal authorities judge and 
award monetary sums to the victims of mutilation and infirmity. The 
responsibility, therefore, is of tremendous professional importance 
and demands thorough consideration from the standpoint of main- 
taining the high confidence, honor and respect the public and its 
legal institutions have for the practice of medicine. 


The effect and weight given to a physician’s examination 
and testimony unquestionably are related to the thoroughness 
of his examination, his familiarity with the legal principles 
applied in evaluating disability, and his ability to present the 
evidence in an orderly and comprehensible manner. The doc- 
tor of osteopathy who is familiar with a text such as has 
been cited herein will, it is believed, find his confidence in 
testifying as an expert witness increased, which will, in turn, 
result in increased professional prestige. 
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CHESTER D. SWOPE, D.O. 
Chairman 
Washington, D. C. 


HEALTH OF THE AMERICAN PEOPLE 
Message 
from 
The President of the United States 
Transmitting 
Recommendations to Improve the Health of the American People 

To the Congress of the United States: 

I submit herewith for the consideration of the Congress 
recommendations to improve the health of the American people. 

Among the concerns of our Government for the human 
problems of our citizens, the subject of health ranks high. For 
only as our citizens enjoy good physical and mental health can 
they win for themselves the satisfaction of a fully productive. 


useful life. 
THE HEALTH PROBLEM 


The progress of our people toward better health has been 
rapid. Fifty years ago their average life span was 49 years; 
today it is 68 years. In 1900 there were 676 deaths from in- 
fectious diseases for every 100,000 of our people; now there 
are 66. Between 1916 and 1950, maternal deaths per 100,000 
live births dropped from 622 to 83. In 1916, 10 per cent of 
the babies born in this country died before their first birthday ; 
today, less than 3 per cent die in their first year. 

This rapid progress toward better health has been the re- 
sult of many particular efforts, and of one general effort. The 


general effort is the partnership and teamwork of private physi- 
cians and dentists and of those engaged in public health, with 
research scientists, sanitary engineers, the nursing profession, 
and the many auxiliary professions related to health protection 
and care in illness. To all these dedicated people America 
owes most of its recent progress toward better health. 

Yet, much remains to be done. Approximately 224,000 of 
our people died of cancer last year. This means that cancer 
will claim the lives of 25 million of our 160 million people 
unless the present cancer mortality rate is lowered. Diseases of 
the heart and blood vessels alone now take over 817,000 lives 
annually. Over 7 million Americans are estimated to suffer 
from arthritis and rheumatic diseases. Twenty-two thousand 
lose their sight each year. Diabetes annually adds 100,000 to 
its roll of sufferers. Two million of our fellow citizens now 
handicapped by physical disabilities could be, but are not, re- 
habilitated to lead full and productive lives. Ten million among 
our people will at some time in their lives be hospitalized with 
mental illness. 

There exist in our Nation the knowledge and skill to re- 
duce these figures, to give us all still greater health protection 
and still longer life. But this knowledge and skill are not al- 
ways available to all our people where and when they are 
needed. Two of the key problems in the field of health today 
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are the distribution of medical facilities and the costs of medi- 
cal care. 

Not all Americans can enjoy the best in medical care—be- 
cause not always are the requisite facilities and professional 
personnel so distributed as to be available to them, particularly 
in our poorer communities and rural sections. There are, for 
example, 159 practicing physicians for every 100,000 of the 
civilian population in the Northeast United States. This is to 
be contrasted with 126 physicians in the West, 116 in the North 
Central area, and 92 in the South. There are, for another ex- 
ample, only 4 or 5 hospital beds for each 1,000 people in some 
States, as compared with 10 or 11 in others. 

Even where the best in medical care is available, its costs 
are often a serious burden. Major, long-term illness can be- 
come a financial catastrophe for a normal American family 
Ten per cent of American families are spending today more 
than $500 a year for medical care. Of cur people reporting 
incomes under $3,000, about 6 per cent spend almost a fifth 
of their gross income for medical and dental care. The total 
private medical bill of the Nation now exceeds $9 billion a 
vear—an average of nearly $200 a family—and it is rising. 
This illustrates the seriousness of the problem of medical costs. 

We must, therefore, take further action on the problems 
of distribution of medical facilities and the costs of medical 
care, but we must be careful and farsighted in the action that 
we take. Freedom, consent, and individual responsibility are 
fundamental to our system. In the field of medical care, this 
means that the traditional relationship of the physician and his 
patient, and the right of the individual to elect freely the 
manner of his care in illness, must be preserved. 

In adhering to this principle, and rejecting the socialization 
of medicine, we can still confidently commit ourseives to cer- 
tain national health goals. 

One such goal is that the means for achieving good health 
should be accessible to all. A person’s location, occupation, age 
race, creed, or financial status should not bar him from enjoy- 
ing this access. 

Second, the results of our vast scientific research, which 
is constantly advancing our knowledge of better health protec- 
tion and better care in illness, should be broadly applied for 
the benefit of every citizen. There must be the fullest coopera- 
tion among the individual citizen, his personal physician, the 
research scientists, the schools of professional education, and 
our private and public institutions and services—local, State, 
and Federal. 

The specific recommendations which follow are designed 
to bring us closer to these goals. 

Continuation of present Federal programs 

In my budget message, appropriations will be requested to 
carry on during the coming fiscal year the health and related 
programs of the newly established Department of Health, Ed- 
ucation, and Welfare. 

These programs should be continued because of their past 
success and their present and future usefulness. The Public 
Health Service, for example, has had a conspicuous share in 
the prevention of disease through its efforts to control health 
hazards on the farm, in industry, and in the home. Thirty 
years ago the Public Health Service first recommended a 
standard milk sanitation ordinance; by last year this ordinance 
had been voluntarily adopted by 1,558 municipalities with a total 
population of 70 million people. Almost 20 years ago the Pub- 
lic Health Service first recommended restaurant sanitation ordi- 
nances; today 685 municipalities and 347 counties, with a total 
population of 90 million people, have such ordinances. The 
purification of drinking water and the pasteurization of milk 
have prevented countless epidemics and saved thousands of 
lives. These and similar field projects of the Public Health 
Service, such as technical assistance to the States, and indus- 
trial hygiene work, have great public value and should be 
maintained. 

In addition, the Public Health Service should be strength- 
ened in its research activities. Through its National Institutes 
of Health, it maintains a steady attack against cancer, mental 
illness, heart diseases, dental problems, arthritis and metabolic 
diseases, blindness, and problems in microbiology and neu- 
rology. The new sanitary engineering laboratory at Cincinnati, 
to be dedicated in April, will make possible a vigorous attack 
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on health problems associated with the rapid technological ad- 
vances in industry and agriculture. In such direct research 
programs and in Public Health Service research grants to 
State and local governments and to private research institutions 
lies the hope of solving many of today’s perplexing health 
problems. 

The activities of the Children’s Bureau and its assistance 
to the States for maternal and child health services are also 
of vital importance. The programs for children with such 
crippling diseases as epilepsy, cerebral palsy, congenital heart 
disease, and rheumatic fever should receive continued support. 
Meeting the cost of medical care 

The best way for most of our people to provide them- 
selves the resources to obtain good medical care is to partici- 
pate in voluntary health-insurance plans. During the past 
decade, private and non-profit health insurance organizations 
have made striking progress in offering such plans. The most 
widely purchased type of health insurance, which is hospitaliza- 
tion insurance, already meets approximately 40 per cent of all 
private expenditures for hospital care. This progress indicates 
that these voluntary organizations can reach many more people 
and provide better and broader benefits. They should be en- 
couraged and helped to do so. 

Better health insurance protection for more people can be 
provided. 

The Government need not and should no go into the insur- 
ance business to furnish the protection which private and non- 
profit organizations do not now provide. But the Government 
can and should work with them to study and devise better in- 
surance protection to meet the public need. 

I recommend the establishment of a limited Federal reinsur- 
ance service to encourage private and nonprofit health insurance 
organizations to offer broader health protection to more fam- 
ilies. This service would reinsure the special additional risks 
involved in such broader protection. It can be launched with a 
capital fund of $25 million provided by the Government, to be 
retired from reinsurance fees. 

New grant-in-aid approach 

My message on the state of the Union and my special 
message of January 14 pointed out that Federal grants-in-aid 
have hitherto observed no uniform pattern. Response has been 
made first to one and then to another broad national need. In 
each of the grant-in-aid programs, including those dealing with 
health, child welfare, and rehabilitation of the disabled, a wide 
variety of complicated matching formulas have been used. 
Categorical grants have restricted funds to specified purposes 
so that States often have too much money for some programs 
and not enough for others. 

This patchwork of complex formulas and _ categorical 
grants should be simplified and improved. I propose a simpli- 
fied formula for all of these basic grant-in-aid programs which 
applies a new concept of Federal participation in State pro- 
grams. This formula permits the States to use greater initia- 
tive and take more responsibility in the administration of the 
programs. It makes Federal assistance more responsive to the 
needs of the States and their citizens. Under it, Federal sup- 
port of these grant-in-aid programs is based on three general 
criteria : 

First, the States are aided in inverse proportion to their 
financial capacity. By relating Federal financial support to the 
degree of need, we are applying the proven and sound formula 
adopted by the Congress in the Hospital Survey and Construc- 
tion Act. 

Second, the States are also helped, in proportion to their 
population, to extend and improve the health and welfare serv- 
ices provided by the grant-in-aid programs. 

Third, a portion of the Federal assistance is set aside for 
the support of unique projects of regional or national signifi- 
cance which give promise of new and better ways of serving 
the human needs of our citizens. 

Two of these grant-in-aid programs warrant the following 
further recommendations. 


Rehabilitation of the disabled 
Working with only a small portion of the disabled among 


our people, Federal and State Governments and voluntary or- 
ganizations and institutions have proved the advantage to our 
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Nation of restoring handicapped persons to full and productive 
lives. 

When our State-Federal program of vocational rehabilita- 
tion began in 1920, the services rendered were limited largely 
to vocational counseling, training, and job placement. Since 
them advancing techniques in the medical and social aspects of 
rehabilitation have been incorporated into that program. 

There are now 2 million disabled persons who could be 
rehabilitated and thus returned to productive work. Under the 
present rehabilitation program only 60,000 of these disabled in- 
dividuals are returned each year to full and productive lives. 
Meanwhile 250,000 of cur people are annually disabled. There- 
fore, we are losing ground at a distressing rate. The number 
of disabled who enter productive employment each year can be 
increased if the facilities, personnel, and financial support for 
their rehabilitation are made adequate to the need. 

Considerations of both humanity and national self-interest 
demand that steps be taken now to improve this situation. To- 
day, for example, we are spending three times as much in 
public assistance to care for nonproductive disabled people as 
it would cost to make them self-sufficient and taxpaying mem- 
bers of their communities. Rehabilitated persons as a group 
pay back in Federal income taxes many times the cost of their 
rehabilitation. 

There are no statistics to portray the full depth and 
meaning in human terms of the rehabilitation program, but 
clearly it is a program that builds a stronger America. 

We should provide for a progressive expansion of our 
rehabilitation resources, and we should act now so that a sound 
foundation may be established in 1955. My forthcoming budget 
message will reflect this objective. Our goal in 1955 is to re- 
store 70,000 disabled persons to productive lives. This is an in- 
crease of 10,000 over the number rehabilitated in 1953. Our 
goal for 1956 should be 100,000 rehabilitated persons, or 40,000 
persons more than those restored in 1953. In 1956, also, the 
States should begin to contribute from their own funds to the 
cost of rehabilitating these additional persons. By 1959, with 
gradually increasing State participation to the point of equal 
sharing with the Federal Government, we should reach the 
goal of 200,000 rehabilitated persons each year. 

In order to achieve this goal we must extend greater as- 
sistance to the States. We should do so, however, in a way 
which will equitably and gradually transfer increasing responsi- 
bility to the States. A program of grants should be undertaken 
to provide, under State auspices, specialized training for the 
professional personnel necessary to carry out the expanded 
program and to foster that research which will advance our 
knowledge of the ways of overcoming handicapping conditions. 
We should also provide, under State auspices, clinical facilities 
for rehabilitative services in hospitals and other appropriate 
treatment centers. In addition, we should encourage State and 
local initiative in the development of community rehabilitation 
centers and special workshops for the disabled. 

With such a program the Nation could, during the next 5 
years, return a total of 660,000 of our disabled people to places 
of full responsibility as actively working citizens. 


Construction of medical-care facilities 


The modern hospital—in caring for the sick, in research, 
and in professional educational programs—is indispensable to 
good medical care. New hospital construction continues to lag 
behind the need. The total number of acceptable beds in this 
Nation in all categories of non-Federal hospital services is now 
about 1,060,000. Based on studies conducted by State hospital 
authorities, the need for additional hospital beds of all types— 
chronic disease, mental, tuberculosis, as well as general—is 
conservatively estimated at more than 500,000. 

A program of matching State and local tax funds and 
private funds in the construction of both public and voluntary 
nonprofit hospitals where these are most needed is therefore 
essential. 

Since 1946, nearly $600 million in Federal funds have been 
allocated to almost 2,200 hospital projects in the States and 
Territories. This sum has been matched by over $1% billion 
of State and local funds. Projects already completed or under 
construction on December 31, 1953, will add to our national 
resources 106,000 hospital beds and 464 public health centers. 
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The largest proportion of Federal funds has been and is being 
spent in low-income and rural areas where the need for hos- 
pital beds is greatest and where the local means for providing 
them are smallest. This federally stimulated accomplishment 
has by no means retarded the building of hospitals without 
Federal aid. Construction costing in excess of $1 billion has 
been completed in the last 6 years without such aid. 

Hospital construction, however, meets only part of the 
urgent need for medical facilities. 


‘Not all illness need be treated in elaborate general hospital 
facilities, costly to construct and costly to operate. Certain 
nonacute illness conditions, including those of our hospitalized 
aged people, requiring institutional bed care can be handled in 
facilities more economical to build and operate than a general 
hospital, with its diagnostic, surgical, and treatment equipment 
and its full staff of professional personnel. Today beds in our 
hospitals for the chronically ill take care of only 1 out of 
every 6 persons suffering from such long-term illnesses as 
cancer, arthritis, and heart disease. The inadequacy of facilities 
and services to cope with such illnesses is disturbing. Moreover, 
if there were more nursing and convalescent home facilities, 
beds in general hospitals would be released for the care of the 
acutely ill. This would also help to relieve some of the serious 
problems created by the present short supply of trained nurses. 


Physical rehabilitation services for our disabled people can 
best be given in hospitals or other facilities especially equipped 
for the purpose. Many thousands of people remain disabled to- 
day because of the lack of such facilities and services. 


Many illnesses, to be sure, can be cared for outside of any 
institution. For such illnesses a far less costly approach to 
good medical care than hospitalization would be to provide 
diagnostic and treatment facilities for the ambulatory patient. 
The provision of such facilities, particularly in rural areas and 
small isolated communities, will attract physicians to the 
sparsely settled sections where they are urgently needed. 


I recommend, therefore, that the Hospital Survey and 
Construction Act be amended as necessary to authorize the sev- 
eral types of urgently needed medical care facilities which I 
have described. They will be less costly to build than general 
hospitals and will lessen the burden on them. 

I present four proposals to expand or extend the present 
program: 

(1) Added assistance in the construction of nonprofit 
hospitals for the care of the chronically ill. These would be 
of a type more economical to build and operate than general 
hospitals. 

(2) Assistance in the construction of nonprofit medically 
supervised nursing and convalescent homes. 

(3) Assistance in the construction of nonprofit rehabilita- 
tion facilities for the disabled. 

(4) Assistance in the construction of nonprofit diagnostic 
or treatment centers for ambulatory patients. 

Finally, I recommend that, in order to provide a sound 
basis for Federal assistance in such an expanded program, spe- 
cial funds be made available to the States to help pay for sur- 
veys of their needs. This is the procedure that the Congress 
wisely required in connection with Federal assistance in the 
construction of hospitals under the original act. We should 
also continue to observe the principle of State and local de- 
termination of their needs without Federal interference. 

_ These recommendations are needed forward steps in the 
development of a sound program for improving the health of 
our people. No nation and no administration can ever afford 
to be complacent about the health of its citizens. While con- 
tinuing to reject Government regimentation of medicine, we 
shall with vigor and imagination continuously search out by 
appropriate means, recommend, and put into effect new methods 
of achieving better health for all of our people. We shall not 
relax in the struggle against disease. The health of our people 
is the very essence of our vitality, our strength, and our prog- 
ress as a nation. 

I urge that the Congress give early and favorable consid- 
eration to the recommendations I have herein submitted. 


Dwicut D. E1rsennowex 
The White House, 
January 18, 1954. 
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SUMMARIES OF BILLS S. 2758, S. 2759, S. 2778, AND H. R. 7448 

Bills effecting the parts of the President’s message which 
related to expansion of the Hill-Burton program, expansion of 
the Rehabilitation program, expansion of the Public Health 
program, and expansion of the child health Social Security 
program were introduced after the delivery of the President’s 
message. 


Summary of the Bill, S. 2758, introduced January 19, 1954, 
by Mr. Smith, of New Jersey (for himself, Mr. Ferguson, of 
Michigan, Mr. Saltonstall, of Massachusetts, Mr. Upton, of 
New Hampshire, Mr. Hill, of Alabama, and Mr. Ives, of 
New York), incorporating the President’s recommendations for 
amendments to the Hospital Survey and Construction Act. 


IN GENERAL 


The bill provides for grants to states to survey their needs 
for the construction of diagnostic or treatment centers, chronic- 
disease hospitals, rehabilitation facilities, and nursing homes, 
and also provides for grants to states to assist public and non- 
profit agencies in the construction of such facilities. 


APPROPRIATIONS AUTHORIZED 


The bill authorizes $2 million for state surveys, and a total 
of $60 million annually for construction grants, including $20 
million for nonprofit, diagnostic, or treatment centers, $20 mil- 
lion for nonprofit chronic-disease hospitals, $10 million for non- 
profit nursing homes, and $10 million for nonprofit rehabilita- 
tion facilities. These authorizations are in addition to those 
already provided in the Hospital Survey and Construction Act. 
The authorization for construction grants are limited to the 
fiscal years 1955, 1956, and 1957 to coincide with the duration 
of the authorizations now in the act. 


SURVEY GRANTS 


Sums appropriated pursuant to the $2 million authorization 
for survey grants would be allotted to the states on a popula- 
tion basis with a minimum allotment per state of $25,000. To 
qualify for their allotments states would be required to submit 
applications in which they undertake to survey and develop pro- 
grams for meeting these needs. The survey money would be 
matched dollar for dollar by the states. These grants become 
available to the states as soon as appropriations are made after 
enactment of the bill. 


ALLOTMENT OF CONSTRUCTION GRANTS 


The formula for allotment of construction grants is the 
same as that now included in the Hospital Survey and Con- 
struction Act, being one that takes into account both the rela- 
tive populations of the states and their relative fiscal resources 
as reflected by per capita incomes. The minimum allotment to 
each state in the case of grants for diagnostic or treatment 
centers and chronic-disease hospitals would be $100,000, and in 
the case of rehabilitation facilities and nursing homes, $50,000. 


MATCHING OF CONSTRUCTION GRANTS 

All construction projects approved under the new program 
would have to be matched by the public or other nonprofit 
agency sponsoring the project. The federal share in the cost 
of construction would vary between 50 per cent in the high- 
income states and 66 2/3 per cent in low-income states. 

PROJECT APPROVAL 

To be approved, construction projects would have to be 
submitted in accordance with the same procedures and comply 
with the same conditions as those which are now prescribed 
for hospital-construction projects under the present act. These 
procedures have evolved out of experience in administering 
the original program. 

As under the existing act all projects must be approved 
and recommended by the state agency as in accord with the 
approved state plan. 

ADMINISTRATION 

The administrative setup and general procedures under the 
Hospital Survey and Construction Act are preserved. The act 
would be administered through the Public Health Service of 
the Department of Health, Education, and Welfare. Regula- 
tions would be issued by the Surgeon General subject to the 
approval both of the Federal Hospital Council and the Secre- 
tary of Health, Education, and Welfare. No change in the 
composition of the Federal Hospital Council is provided for. 
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However, the Secretary's approval is required, as well as the 
Surgeon General's, on all projects for rehabilitation facilities. 

Likewise no change in state administration is contemplated 
except that the state agency must include a rehabilitation 
person on its advisory council or, in the absence of such a 
person, provide for consultation with rehabilitation organiza- 
tions and agencies with respect to the survey of the need for, 
and the construction of, rehabilitation facilities. 


Companion bill in the House, H. R. 7341, introduced Jan- 
uary 18, 1954, by Mr. Wolverton, of New Jersey. 


Summary of Bill, S. 2759, introduced January 19, 1954, by 
Mr. Smith, of New Jersey (for himself, Mr. Upton, of New 
Hampshire, and Mr. Ives, of New York), incorporating the 
President's recommendations for rehabilitation of the disabled. 


IN GENERAL 

The bill would substitute for the existing Vocational Re- 
habilitation Act a new act authorizing appropriations for the 
following three types of grants: 

1. Grants to assist states generally in meeting the costs of 
their rehabilitation programs. 

2. Grants to assist states in initiating extensions of, and 
improvements in, their rehabilitation programs. 

3. Grants to assist in meeting the cost of projects directed 
toward the solution of rehabilitation problems of regional or 
national significance, including temporary assistance to states 
to help them commence a substantial nationwide expansion in 
their rehabilitation programs. 

The amount of federal funds to be available for each of 
the above three types of grants would be specified in annual 
appropriation acts. The types of rehabilitation services which 
could be provided by states with the aid of these grants would 
be broadened to include, among other things, the establishment, 
and initial equipment, of rehabilitation facilities and sheltered 
workshops for the disabled, not, however, involving major new 
construction. 

GENERAL GRANTS 

The formula for determining each state’s allotment for the 
first type of grant would be the same as that used in the hos- 
pital survey and construction (Hill-Burton) provisions of the 
Public Health Service Act, which take into account both the 
relative populations of the states and their relative fiscal re- 
sources as measured by state per capita incomes. There would, 
however, be a minimum allotment of $50,000. From its allot- 
ment, each state would receive payments equal to a percentage 
of the cost of vocational rehabilitation services under its ap- 
proved state plan, the percentage varying inversely with the 
state’s relative per capita income between a maximum of 66 2/3 
and a minimum of 33 1/3 per cent. 


EXTENSION AND IMPROVEMENT GRANTS 
The formula for determining each state’s allotment for ex- 
tension and improvement purposes would be based on relative 
state populations with a minimum allotment of $5,000. From its 
allotment, a state could receive, over a 6-year period, varying 
proportions of the cost of approved projects (included in its 
approved state plan) for extension and improvement of its 
rehabilitation services to the disabled—75 per cent of the cost 
of the first 2 years, 50 per cent for the next 2, and 25 per 
cent for the last 2. 
SPECIAL PROJECT GRANTS 
These grants would be made on a project basis to states 
and to public and nonprofit agencies or organizations. They 
would be available for paying part of the cost of carrying 
out special projects which hold unique promise of contributing 
to the solution of rehabilitation problems common to all or 
several states, or of meeting rehabilitation problems of nation- 
al significance or concern. 
EXPANSION OF REHABILITATION SERVICES 
During the fiscal years 1955 and 1956 special project grants 
would be available for helping the states to plan, prepare for, 
and initiate a substantial expansion in their vocational re- 
habilitation programs. In the latter year and in the next few 
years substantially increased federal appropriations for exten- 
sion and improvement grants and for general grants would 
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help and encourage the states to continue, and to assume a 
greater share of the costs of the planned expansion of their 
rehabilitation programs. 
STATE PLANS 

Payments from allotments for the first type of grant (for 
general support of rehabilitation services) would be conditioned 
upon submission of a plan by the responsible state agency or 
agencies, which meets requirements prescribed in the new act. 


ADMINISTRATION 

Federal administrative authority would be vested, as at 
present, in the Secretary of Health, Education, and Welfare 
subject to her delegation. 

State administration would be by the state agency responsi- 
ble for vocational education or for vocational rehabilitation, at 
the option of the state. Any state with a separate agency for 
the blind could elect to have rehabilitation services for the blind 
administered by this agency, and in this case the state’s allot- 
ments would be divided between it and the agency administer- 
ing the rest of the state program. 

TRANSITION PROVISIONS 

In order to provide states an opportunity to adjust their 
finances to the new allotment and matching formulas, provision 
would be made to limit to 10 per cent any decrease in allot- 
ments which any state would receive in any 1 year by virtue 
of the formula change. Also, there would be provision for 
gradual adjustment over a 2-year period from the present 
federal-state matching ratios to those provided for in the 
new act, and states would be given a reasonable period other- 
wise to adjust their state programs to the new provisions. 


EFFECTIVE DATE OF AMENDMENTS 
These amendments to the existing Vocational Rehabilita- 
tion Act would become effective July 1, 1954. 


Summary of bill, S. 2778, introduced January 20, 1954, by 
Mr. Smith, of New Jersey (for himself, Mr. Ferguson, of 
Michigan, Mr. Saltonstall, of Massachusetts, and Mr. Hill, of 
Alabama), incorporating the President’s recommendations for 
amending the Public Health Service Act with respect to grants 
for public health services. 

IN GENERAL 

The bill would replace the present separate authorizations 
for categorical public health grants for venereal disease con- 
trol, tuberculosis control, general health, and heart disease con- 
trol (including the separate programs for mental health and 
cancer control) with an authorization for the following three 
types of grants: 

1. Grants to assist states generally in meeting the costs of 
their public health services. 

2. Grants to assist states in initiating extensions of, and 
improvements in, their public health services. 

3. Grants to assist in meeting the costs of projects direct- 
ed toward the solution of public health problems of regional 
or national significance. 

The amount of federal funds to be available for each of 
the above three types of grants would be specified in annual 
appropriations. 

GENERAL GRANTS 

The formula for determining each state’s allotment for the 
first type of grant would be the same as that used in the 
hospital survey and construction (Hill-Burton) provisions of 
the Public Health Service Act—which take into account both 
the relative populations of the states and their relative fiscal 
resources as measured by state per capita incomes. There 
would, however, be a minimum allotment of $55,000. From 
its allotment, each state would receive peyments equal to a 
percentage of the cost of public health services under its ap- 
proved state plan, the percentage varying inversely with the 
state’s relative per capita income between a maximum of 
66 2/3 and a minimum of 33 1/3 per cent. This contrasts with 
present law under which the amount of the allotment and the 
federal share of the cost are determined by regulations and 
differ from program to program. 


EXTENSION AND IMPROVEMENT GRANTS 
The formula for determining each state’s allotment for ex- 


DEPARTMENT OF PUBLIC RELATIONS 


A.O.A. 
ebruary, 1954 


tension and improvement purposes would be based on relative 
state populations with a minimum allotment of $25,000. From 
its allotment, a state could receive, over a 6-year period, vary- 
ing proportions of the cost of approved projects (included in 
its approved state plan) for extension and improvement of its 
public health services—75 per cent of the cost for the first 2 
years, 50 per cent for the next 2, and 25 per cent for the last 2. 


SPECIAL PROJECT GRANTS 
These grants would be made on a project basis to states 
and to public and nonprofit agencies or organizations. They 
would be available for paying part of the cost of combating 
unusually severe public health problems in specific projects 
which hold unique promise of contributing to the solution of 
multi-state public health problems, and of meeting public health 

problems of national significance or concern. 


STATE PLANS 

Payments from allotments for the first type of grant (for 
support of public health services) would be conditioned upon 
submission of a plan by the state health authority (and mental 
health authority in connection with mental health), which 
meets requirements prescribed in regulations of the Surgeon 
General. 

As under existing law, regulations would be issued by the 
Surgeon General, subject to the approval of the Secretary of 
Health, Education, and Welfare, and only after consultation 
with and, insofar as practicable, the concurrence of the state 
health (or mental health) authorities. 


ADMINISTRATION 
The grants would continue, as under existing law, to be 
administered through the Public Health Service of the De- 
partment of Health, Education, and Welfare. 


TRANSITION PROVISIONS 

In order to provide states an opportunity to adjust their 
finances to the new allotment formulas, provision would be 
made to limit to 10 per cent any decrease in allotments which 
any state would receive in any 1 year by virtue of the formula 
change. 

EFFECTIVE DATE OF AMENDMENTS 

These amendments to the Public Health Service Act would 

not become effective until July 1, 1955. 


Companion bill in the House, H. R. 7397, introduced Janu- 
ary 20, 1954, by Mr. Wolverton, of New Jersey. 


Summary of the bill, H. R. 7448, introduced January 21, 
1954, by Mr. Reed, of New York, incorporating the President's 
recommendations for amendments to Title V of the Social Se- 
curity Act. 


IN GENERAL 

The bill would replace the present separate authorizations 
for categorical grants for maternal and child health services, 
crippled children’s services, and child welfare services with 
an authorization for the following three types of grants: 

1. Grants to assist states generally in meeting the costs of 
their child health and welfare services. 

2. Grants to assist states in initiating extensions of, and 
improvements in, their child health and welfare services. 

3. Grants to assist in meeting the costs of projects direct- 
ed toward the solution of child health and welfare problems of 
regional or national significance. 

The amount of federal funds to be available for each of 
the above three types of grants would be specified in annual 
appropriations. As at present, a total of $41,500,000 would be 
authorized to be appropriated annually. 

These new grants would be available for the same services 
as are the present appropriations, viz., maternal and child 
health, crippled children’s, and child welfare services. 


GENERAL GRANTS 
The formula for determining each state’s allotment for the 
first type of grant would be similar to that used in the hospital 
survey and construction (Hill-Burton) provisions of the Pub- 
lic Health Service Act—in that it takes into account both the 
relative child populations of the states and their relative fiscal 
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resources as measured by state per-capita incomes—but with a 
minimum allotment of $200,000 (subject to proportionate re- 
duction if the appropriation is below the amount authorized). 
The matching required by the states would be on an inverse 
ratio to fiscal resources basis with a minimum state share of 
33 1/3 per cent and a maximum of 66 2/3 per cent. 


EXTENSION AND IMPROVEMENT GRANTS 

The formula for determining each state’s allotment for ex- 
tension and improvement purposes would be based on relative 
state child populations with a minimum allotment of $5,000. 
From its allotment, a state could receive, over a 6-year period, 
varying proportions of the cost of approved projects (included 
in its approved state plan) for extension and improvement of 
its child health and welfare services—75 per cent of the cost 
for the first 2 years, 50 per cent for the next 2, and 25 per 
cent for the last 2. 


ALLOCATION BY GOVERNOR 

Of each state’s allotments for extension and improvement, 
and for support of children’s services, 32 per cent would he 
available only for maternal and child health services, 29 per 
cent for crippled children’s services, and 19 per cent for child 
welfare services. The balance of the allotments (20 per cent) 
would be allocated by the governor of each state among the 
three types of services. 


GRANTS FOR SPECIAL PROJECTS 

A portion of each annual appropriation (10 per cent for 
the first 3 years) would be available for grants to state agen- 
cies and to nonprofit institutions of higher learning for paying 
part of the cost of projects holding unique promise of sub- 
stantial contribution to the solution of child health and welfare 
problems of multi-state significance or of special national con- 
cern. 

STATE PLANS 

Payments from allotments for the first type of grant (for 
support of child health and welfare services) would be condi- 
tioned upon submission of separate plans (one for maternal 
and child health services, one for crippled children’s services, 
and one for child welfare services) by the appropriate state 
agency, which meet requirements set forth in the bill. These 
are substantially the same as those now imposed by title V 
of the Social Security Act with respect to maternal and child 
health and crippled children’s services. Payments from allot- 
ments for the second type of grant (for assisting states in 
initiating extensions and improvements of child health and wel- 
fare service) would be conditioned on inclusion of the project 
in the approved hasic state plan. 


ADMINISTRATION 

Federal administrative authority would be vested, as at 
present, in the Secretary of Health, Education, and Welfare. 
subject to her delegation. 

State administration would generally be vested in the same 
agencies as at present—the state health agency in the case of 
maternal and child health services, a single state agency in the 
case of crippled children’s services, and the state public wel- 
fare agency in the case of child welfare services. 


TRANSITION PROVISIONS 

In order to provide states an opportunity to adjust their 
finances to the new allotment formulas, provision would be 
made to limit to 10 per cent the decrease in allotment which 
any state would receive in any one year by virtue of the for- 
mula change. 

EFFECTIVE DATE OF AMENDMENTS 
These amendments would become effective July 1, 1955. 


FEDERAL OLD-AGE AND SURVIVORS INSURANCE 
Summary of Legislative Proposals 


The President’s recommendations on old-age and sur- 
vivors insurance, made in his message to Congress on the 
subject, January 14, 1954, are intended to improve the program 
in several ways. The major Presidential objectives and cur- 
rent proposals of the Administration for carrying out these 
objectives are to: 


I. Include Employed and Self-Employed People Still 
Outside the System— 

The objective is to establish coverage of the program on 
the broadest practicable base. This would give most employed 
and self-employed persons not now covered both the right 
and the obligation to participate in the Nation’s basic system 
of social security protection designed to prevent dependency. 
As long as any significant groups are left out of this pro- 
gram, there will continue to be many persons reaching 65 
who will fail to qualify. Aged persons who do not receive 
benefits, or who receive benefits in lower amounts than if 
their total earnings had been covered, increase the numbers 
of persons who have to apply for public assistance. 

Proposal: The major groups for which coverage 
is recommended on a compulsory basis are farm oper- 
ators, self-employed professional groups now excluded, 
and hired farm workers and household workers who 
receive at least $50 a quarter cash wages from an 
employer. 

Coverage is recommended on a voluntary group 
basis for clergymen employed by nonprofit organizations 
and for employees covered by state and local govern- 
ment retirement systems (except policemen and firemen). 

II. Increase the Earnings Base.— 

Under the present maximum on annual earnings that may 
be counted toward social security benefits and which are 
subject to social security taxes, an increasing proportion of 
workers do not receive benefit payments related to their 
total loss of earnings upon retirement. This results from the 
fact that wage levels have been rising substantially. Further, 
if no adjustment is made in the earnings base as wages rise, 
benefits tend to lose their relation to differences in prior 
earnings. 

Proposal: The maximum annual earnings on which 
contributions are based and benefits computed would 
be raised from $3,600 to $4,200 per year. 

III. Revise the Computation of the Average Monthly 

For newly covered workers, the objective is to place 
them in a position, as far as the computation of their average 
monthly wage is concerned, which is comparable to that of 
the groups newly covered in 1951. For workers already cov- 
ered, the objective is to mitigate the adverse effect on benefit 
amounts of temporary periods of low or noncovered earnings 
because of unemployment or other reasons. 

Proposal: Up to 4 years of lowest or no earnings 
would be omitted in computing the average monthly 
wage, such provision to be generally applicable for 
persons coming on the rolls in the future. 

Most beneficiaries coming on the rolls in the future will 
be eligible to have their 4 years of lowest earnings (or no 
earnings) dropped out in computing their “average monthly 
wage” on which their social security benefit is figured. 
This provision is of particular significance to individuals who 
would be newly covered under the program as of January 1, 
1955. The average monthly wage for these workers would be 
figured over the period beginning January 1, 1951, and without 
provision for a “drop-out” they could suffer a heavy reduction 
in benefit amounts on account of their prior period of non- 
coverage. This provision is somewhat comparable in its effect 
to the “new start” provided for workers first covered in 1951, 
whereby the period of noncoverage from 1937 to 1951 was 
disregarded in the benefit computation. 

IV. Increase Benefits — 

The Administration believes that an increase in benefits 
is needed at this time. Over the years, not only have prices 
gone up but earnings have risen so that there have been 
basic changes for the population as a whole in the goods and 
services which constitute the necessities of living. These 
changes affect beneficiaries in the same way as everyone else. 

Proposal: All retired workers would receive a 
benefit increase of at least $5. Survivors and depend- 
ents would generally receive proportionate increases. 

The formula for computing retirement benefits, 
which would apply to the improved average monthly 
wage, would be changed to 55 per cent of the first 
$110 of average monthly wage plus 20 per cent of the 
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remainder (up to a total of $350 a month). If the 

application of the formula does not result in an in- 

crease in the worker’s benefit of $5 over the amount he 
would receive under the present law, a $5 increase 
would be given. 

The new minimum benefit for retired workers would be 
$30, replacing the present $25 rate, and maximum benefits 
for a retired worker would go from the present $85 to $98.50 
(before taking into account the proposed increase in the 
earnings base referred to below). Maximum family benefits 
payable on any one worker’s social security account would 
be raised from $168.75 to $190. As at present, maximum 
benefits could not exceed 80 per cent of the insured worker’s 
average monthly wage, but special provision is made in the 
bill to guarantee that all families receive about a $5 increase 
in their total benefits. Further, the amount below which 
family benefits may not be reduced by application of the 80 
per cent maximum is raised from $45 to $50. 

The increase for dependents and survivors would be in 
the same proportion as their benefits now bear to the worker’s 
benefit, i.e., a wife would receive an increase equal to one-half 
the increase in her husband’s benefit; a widow, three-fourths, 
et cetera, subject, of course, to downward adjustment if 
total family benefits would otherwise exceed the maximum 
permitted by law. 

V. Improve the Retirement Test— 

The objective is to change the retirement test so as to 
permit beneficiaries to receive more earnings than at present 
without having benefits suspended and to eliminate discrimi- 
nations and anomalies under the current test. The essential 
character of the old-age insurance benefit as a_ retirement 
benefit would be maintained. 

Proposal: An annual test is proposed for wage and 
salary workers similar to that now used for the self- 
employed. Wage and salary workers cannot now receive 
a benefit for any month in which they earn over $75. 
Under the new test, all workers would have an annual 
exempt amount of $1,000. (The present exempt amount 
for the self-employed is $900.) The test would apply 
to a worker’s total earnings. For each unit of $80 of 
earnings above the exempt amount, one month’s benefits 
would be suspended. However, in no case would bene- 
fits be suspended for any month in which the beneficiary 
did not earn wages in excess of $80 and was not sub- 
stantially self-employed. 

The new retirement test would eliminate certain 
anomalies in the present law. It would apply to the 
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worker’s combined earnings from wages and self-em- 
ployment rather than to the two separately as at present. 
On the assumption ef wide coverage extension, it would 
also be applied to work in remaining noncovered areas 

as well as covered employment. A special test would be 

applied to work abroad. 

VI. Protect the Benefit Rights of the Disabled — 

Persons regularly covered by the program who become 
totally disabled for a long period usually suffer a serious loss 
of ‘benefits. The Administration believes that they should 
have their rights to retirement and survivorship protection 
“frozen” during the period of their disability. 

Proposal: The insured status and benefit amount 
of a worker would be preserved by disregarding the 
period of his disability in determining his insured status, 
and by computing his benefit on the basis of his earn- 
ings averaged over the years in which he actually was 
able to work. 

Retired workers on the rolls who were totally 
disabled for an extended period before becoming en- 
titled and who met the work requirements for having 
their benefits “frozen” could have benefits refigured, 
effective July, 1955. 

Under the proposed bill, in order to be considered totally 
disabled an individual must have an illness, injury, or other 
physical or mental impairment which can be expected to be 
of long-continued and indefinite duration or to result in 
death. The impairment must be medically determinable and 
it must preclude the disabled person from performing any 
substantially gainful work. 

To administer the disability provisions, the Secretary of 
Health, Education, and Welfare is directed to enter into 
contractual agreements under which the state vocational re- 
habilitation agencies or other appropriate state agencies will 
make findings of fact and a determination as to whether or 
not an individual is under a disability, as defined in the law, 
and as to the date such disability began or ceased. The 
appropriate state agency, pursuant to the agreement entered 
into with the Secretary, would also make the necessary 
arrangements to secure medical evidence or medical evaluation 
of the individual’s disability. The use of state vocational 
rehabilitation agencies is expected to facilitate referral of 
insured disabled workers to these agencies for the evaluation 
of their disability and to stimulate measures for their voca- 
tional rehabilitation. The Secretary would have authority to 
make determinations of disability for individuals who are not 
covered by state agreements. 
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THE ETIOLOGY OF SLIPPING OF THE 
CAPITAL FEMORAL EPIPHYSIS 


Various etiologic theories pertaining to slipping of the 
capital femoral epiphysis, a condition occurring most fre- 
quently in obese children during adolescence, are discussed by 
Peter J. Dulligan, Jr., M.D., in the New York State Journal 
of Medicine for November 15, 1953. 

Trauma is the most frequent etiologic factor in slipped 
capital femoral epiphysis. However, cases have occurred in 
which there was no history of significant trauma. The theory 
is offered that softening or loosening of the epiphysis occurs 
first in certain cases and that even minor trauma can cause 
displacement of the epiphysis. 

Endocrine disturbances are believed by many to be the 
cause. It has been estimated that 40 to 60 per cent of cases 
occur in the Frolich type or in the tall, thin individual. In 
addition, the fact that about 15 per cent of cases are bilateral 
helps to support the endocrine theory of etiology. However, 
there has been no direct evidence of disordered endocrine 
function nor has successful treatment been consistently 
reported. 

The reports by Howorth of infection, antecedent or 
concurrent, elsewhere in the body in many of his cases have 
made him the leading proponent of the infectious theory as 
the cause of slipped capital femoral epiphysis. He believes 


that a synovitis of the hip during a period of rapid growth 
is the primary condition and that circulatory changes in the 
epiphyseal disk which result in decalcification and softening 
were caused by this lesion. Those who oppose this theory 
direct attention to the general well-being of the patients and 
the absence of systemic manifestations. They also question 
whether the synovitis is a result or cause of the slipping. 

Other conditions which have been suggested as causes 
of the slipping of the epiphysis include anomalies of the 
vascular supply of the femoral head and neck, loosening of 
the periosteal attachments to the neck of the femur, heredity, 
renal rickets, dietary deficiencies, and rickets. None of these 
conditions can yet be classified as a major etiologic factor. 

The actual epiphyseal displacement is produced by altera- 
tion in the direction of the forces which pass through the 
head of the femur in such a way as to bring about a shearing 
force at the epiphyseal plate. Obesity aggravates this. 


At present, study of the gross and microscopic pathology 
of slipped capital femoral epiphysis has not solved the problem 
of the basic etiology of the condition. 

In a discussion of Dr. Dulligan’s paper, Eugene J. 
Hanavan, Jr., M.D., states that he believes that future studies 
to determine the etiology should combine endocrinologic studies 
with pathologic studies. 
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RECTAL SUPPOSITORIES AS SUBSTITUTES FOR ENEMAS 
IN THE POSTPARTUM PERIOD 
The advantages of rectal suppositories over énemas for 
the postpartum patient are discussed by Edward A. Banner, 
M.D., in Proceedings of the Staff Meetings of the Mayo 
Clinic, October 7, 1953. Their use has been so successful that 
they are now administered routinely in these cases. 


Previously an oil enema was administered on the third 
postpartum day and a soapsuds enema on the fifth. Sometimes 
neither was successful and the procedure had to be repeated. 
Among women who had suffered from painful hemorrhoids 
during pregnancy, enemas increased their difficulties and re- 
sulted in marked apprehension and continued anxiety. With 
the use of suppositories, a single one being effective in 60 to 
65 per cent of cases, there were no serious side effects, al- 
though minor gas pains did occur in some patients. In cases 
where one suppository was ineffective, a second was inserted 
after 30 minutes. 


The use of rectal suppositories increased the efficiency of 
nursing personnel, decreased costs in respect to rectal tubes, 
mineral oil, and so forth, and minimized patient discomfort. 


ALLERGIC STATES AND THE CARDIOVASCULAR SYSTEM 


Broadening of knowledge of what constitutes an allergic 
reaction and the growing frequency of exposure and sensitiza- 
tion to new allergens which seek out the blood vessels as 
shock organs are the two reasons for the increasing importance 
of allergy in relation to the cardiovascular system according to 
Richard A. Kern, M.D., in The Medical Clinics of North 
America, November, 1953. 

The earlier concept of disease due to hypersensitivity was 
that edema and smooth muscle spasm, occurring in all allergic 
reactions, are wholly reversible. It is now known that more 
severe and prolonged allergic reactions can occur which result 
in organic destructive changes which are irreversible. 

The delayed inflammatory reaction at the injection site 
following testing for sensitization to certain bacterial and 
fungous substances is evidence of tissue allergy to the protein 
of the pathogen. This is in contrast to the immediate whealing 
reaction which is produced in a hay fever patient by a pollen 
antigen. These reactions are reversible, but certain reactions, 
such as the local reaction to a skin test with Brucella antigen, 
can be severe enough to result in necrosis and sterile abscess 
formation at the site. 
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Angina agranulocytica and periarteritis nodosa, which 
at times are irreversible, appear to be of allergic origin in 
possibly the majority of cases. The exciting factors in peri- 
arteritis nodosa seem to be foreign serums, bacteria, and cer- 
tain drugs, although this fact has not as yet been proved; in 
angina agranulocytica the allergic nature has been proved, and 
antipyrin is one of the drugs known to precipitate the condi- 
tion. 

The heart is the site of the necrotizing lesions of peri- 
arteritis nodosa when they are provoked by various allergens, 
usually drugs. The lesions occur in the coronary arteries. The 
symptoms do not point always to the heart, but the mode of 
onset often clearly suggests an allergic nature. 


The allergic mechanism is believed to play a part in 
paroxysmal auricular tachycardia. The possibility of paroxys- 
mal auricular tachycardia due to an allergic factor should 
cause the physician to be cautious in prescribing the drugs that 
are most effective for the condition. 

Extrasystoles may be a manifestation of food sensitivity, 
and the avoidance of the specific food will usually correct the 
condition. Paroxysmal auricular fibrillation has been known 
to be alleviated by eliminating certain foods to which the pa- 
tient is sensitive. 

Angina pectoris symptoms have been improved by avoiding 
food allergens, but claims of complete relief by this means are 
rare. 

The first problem of cardiac asthma is diagnosis. A his- 
tory of allergy and asthma should arouse suspicion. An al- 
lergic factor is suggested by wheezy musical rales. The effect 
of epinephrine on dyspnea is of diagnostic value. An allergic 
factor is probably present if a few small doses (0.3 cc.) give 
marked relief. Paroxysmal dyspnea in a cardiac patient also 
suggests allergy, as does eosinophila. In treating cardiac asth- 
matic patients complete avoidance of all allergens should be 
stressed. The possibility of drug allergy should be considered 
hefore treating either the cardiac condition or the asthma. 
The management of chronic infection is of the greatest im- 
portance. 

Tobacco as a causative factor in thromboangiitis obliterans 
is not doubted; some believe allergy to tobacco to be the 
etiologic factor, but this allergic basis of the mechanism has 
not been established. 

Although the possibility of an allergic mechanism in es- 
sential hypertension would seem quite possible, most research- 
ers have been unable to demonstrate an etiologic relationship 
hetween the two. 
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Ernest K. 
M.D., Research Associate, the George Williams Hoop- 
er Foundation for Medical Research, University of California Medical 
Center, San Francisco, California, and Harry L. Arnold, Jr., M.D., 
Maurice J. Costello, M.D., Lewis A. Koplik, M.D., and Paul Fasal, 


ATLAS OF REGIONAL 
Stratton, P.D., 


DERMATOLOGY. By 


M.D. Cloth. Pp. 274, with illustrations. Price $15.00. Charles C 
Thomas, Publisher, 301 East Lawrence Ave., Springfield, Ill., 1953. 


This excellent collection of pictures would be a definite 
addition to any medical library. The physician who specializes 
in dermatology would find it interesting to look through but 
would probably not find it of enough value to purchase. A 
dermatologist who is equipped for office photography would be 
likely to have 75 per cent of the pictures in color with greater 
detail in less than 5 years of practice and probably 85 per cent 
at the end of 10 years. The remaining 15 per cent, such as the 
classical pictures of xeroderma pigmentosum that appear 
here, are apt to be those used over and over again in text- 
books. 

The illustrations are largely black and white photographs 
and are very well reproduced; there are six pages of colored 
pictures which are not well chosen. The expense of publishing 
colored pictures would hardly seem to be justified by pictures 
of a positive skin test, an enlarged postauricular gland, and the 
lesions of pinta and leprosy which are of little interest to the 
general practitioner in the United States. 


Unfortunately the text makes the effort of briefly describ- 
ing treatment. When one finds that impetigo is treated by 5 
per cent silver nitrate and oral sulfathiazole still recommended 
for the treatment of dermatitis infectiosa in a book published 
in 1953, it makes one wonder if the authors really mean what 
they have published. The sections on treatment would better 
have heen omitted. 
A. P. Unericn, D.O. 


RADIOLOGIC DIAGNOSIS OF THE LOWER URINARY 
TRACT. By Donald E. Beard, M.1D., Assistant in Urology, Emory 
University School of Medicine; Visiting Urologist, Grady Memorial 
Hospital, Atlanta, Georgia; William E. Goodyear, M.D., Assistant in 
Urology, Emory University School of Medicine; Visiting Urologist, 
Grady Memorial Hospital, Atlanta, Georgia; and H. Stephen Weens, 
M.D., Professor and Chairman, Department of Radiology, Emory Uni- 
versity School of Medicine; Radiologist, Grady Memorial Hospital 
and Emory University Hospital, Atlanta, Georgia. Cloth. Pp. 143, 
with illustrations. Price $6.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Ave., Springfield, Ill., 1952. 


The purpose of this atlas is to present and emphasize 
roentgen diagnosis of diseases of the lower urinary tract. It 
is recommended for the radiologist and urologist, but it is also 
suitable for the general practitioner and student. 
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Material carefully selected from 2,000 urologic cases has 
been used for the nearly 300 excellent photographs, drawings, 
and radiographs. Typical findings and variations on urethrog- 
raphy and cystography have been demonstrated, the roentgeno- 
grams serving to point out essential details. A section on 
anatomy giving sufficient detail for proper understanding of 
conditions affecting the bladder and urethra is included. The 
etiologic and pathologic aspects of diseases are discussed only 
insofar as is necessary for proper interpretation of the 
urethrogram and cystogram. A section on urethrography and 
cystography in children is also included. 


PHYSIOLOGICAL AND THERAPEUTIC EFFECTS OF COR- 
TICOTROPIN (ACTH) AND CORTISONE. By Dwight J. Ingle, 
B.S., M.S. Ph.D., Senior Research Scientist (Physiologist), Research 
Laboratories, The Upjohn Company, Kalamazoo, Michigan; and Burton 
L. Baker, B.A., M.S., Ph.D., Professor of Anatomy, University of 
Michigan Medical School, Ann Arbor, Michigan. Cloth. Pp. 172, with 
illustrations. Price $5.50. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill., 1953. 

Another in the American Lecture Series, this Monograph 
in American Lectures in Metabolism is written by a senior 
research scientist and a professor of anatomy. Three physi- 
cians have edited the book which attempts to orient the 
physician and the medical student in the field without their 
reading the voluminous literature on the subject. The authors 
begin the history of corticotropin (ACTH) and cortisone 
with the partial separation of corticotropin from the other hor- 
mones of the anterior hypophysis and continue with a discus- 
sion of the relationship between the anterior hypophysis and 
the adrenal cortex and the various aspects of bodily change 
due to insufficiency or loss of these glands, general and specific 
considerations on the clinical use of the extracts, and conclude 
with speculations on the nature of adrenal cortical hormone 
action. 

The straightforward style with which this book is written 
makes it possible to read it easily at one sitting. No attempt 
is made to exhaust the subject; only the highlights in the de- 
velopment of the compounds and their uses are given. 

A bibliography lists 324 key references. 


TWENTY-FIVE YEARS OF SEX RESEARCH. History of the 
National Research Council Committee for Research in Problems of 
Sex. By Sophie D. Aberle, Member of the National Science Board of 
the National Science Foundation, and George W. Corner, Carnegie 
Institution of Washington. Paper. Pp. 248. Price $4.00. W. B. 
Saunders Company, West Washington Sq., Philadelphia, 1953. 

Those who are concerned with the problems of scientific 
administration will be interested in this report. The undertak- 
ing represents an early and long-continued experiment in the 
sponsorship of research by a committee. Four of the six chap- 
ters discuss the activities of the committee—its background, 
formation, administrative policies, and general principles of 
committee administration. Two chapters are devoted to con- 
tributions—to knowledge of sex biology and to knowledge of 
neural and psychological aspects of sex behavior. This com- 
mittee has had a long and successful experience in promoting 
research and among items discussed are the control of grants, 
the publishing of findings, and the spending of monies. 


PROGRESS IN FUNDAMENTAL MEDICINE. By Paul Cannon, 
University of Chicago; J. A. Cunningham, University of Alabama; 
Paul Klemperer, Mount Sinai Hospital, N. Y.; Albert Kligman, Uni- 
versity of Pennsylvania; G. K. Mallory, The Mallory Institute; 
Tracy B. Mallory (Deceased), The Massachusetts General Hospital; 
J. C. Paterson, University of Western Ontario; L. B. Stoddard, Uni- 
versity of Kansas; W. Kenneth Cuyler, Duke University; and J. P. 
Wyatt, St. Louis University. Edited by J. F. A. McManus, Uni- 
versity of Virginia. Cloth. Pp. 316, with illustrations. Price $9.00. 
Lea & Febiger, Washington Square, Philadelphia, 1952. 


This volume is rather a unique venture, a summary of 
significant contributions of current clinical and pathologic 
importance, and consists of a series of authoritative discus- 
sions by men well known in their fields. The subjects were 
chosen because information is being added about them. 

The book includes discussions on recent advances. in 
parenteral nutrition, stressing protein hydrolysates; melanptic 
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tumors of the skin; the pathology of systemic lupus erythema- 
tosus; diagnosis of fungous infections with particular ref- 
erence to staining methods; the liver; a survey of technics for 
the histochemical approach to pathology; diseases of the cor- 
onary artery; the problem of carcinoma in situ with reference 
to the cervix uteri; the Papanicolaou method of recognition of 
carcinoma in situ of the cervix uteri; and nonsilica pneu- 
monoconioses. 

The volume should prove useful to the general practi- 
tioner and to various specialists who want a summary of 
recent significant contributions. The fact that many new con- 
tributions could occur in the interim between writing and 
publication is the greatest drawback to works such as this 
unless they are planned as annuals. 


CLINICAL ENDOCRINOLOGY. By Lewis M. Hurxthal, M.D., 
F.A.C.P., Head of the Department of Internal Medicine, Lahey Clinic, 
Boston; Physician, New England Baptist and New England Dea- 
coness Hospitals, Boston; and Natalija Musulin, B.S., M.D., Staff of 
Cooper Hospital, Camden, N. J. 2 Volumes. Cloth. Pp. Vol. I, 749, 
Vol. II, 1599, with illustrations. Price $24.00. J. B. Lippincott Co., 
E. Washington Sq., Philadelphia 5, 1953. 


The entire text of these two volumes is in outline form. 
It is meant to be a practical, everyday reference. There are 
twenty-five chapters which include physiology and diseases 
of the endocrine glands, organs having endocrine and non- 
endocrine activities, the normal and abnormal multiple inter- 
related bodily and metabolic significance of these, and the 
use of hormones. The functions and pathologic phenomena of 
each endocrine are considered in outline form. Each chapter 
on endocrines is subdivided into two sections, one giving pre- 
clinical, the other, clinical information. 

The volumes are well illustrated with examples of various 
types of endocrine dysfunction. All illustrations and charts 
are grouped at the end of each section to permit ease in com- 
parison of cases. The clinical features and therapeutic results 
of the different problems are included. Extensive bibliogra- 
phies appear at the end of each chapter. The statement is 
made that they have been critically selected for availability 
as well as complete coverage of the subject. It hardly seems 
possible that so many references to older literature could be 
readily available and, in a field which has expanded to the 
extent endocrinology has in recent years, it would seem that 
there should be many more new references. Undoubtedly great 
care was used in selecting the bibliographies, and it may he 
the authors’ intent to establish a background and permit the 
reader to keep himself up to date on current literature. 

The end leaves in the hack of each volume contain labora- 
tory data to he used as reference for average normal findings. 


THE FAGELL BOOKKEEPING RECORD FOR DOCTORS. De- 
signed especially for the Medical Profession by William Fagell, C.P.A., 
Toston, Massachusetts. Leatherette. Semi-loose leaf. Price $7.50. War- 
ren-David Publishing Company, Boston, 1953. 


This record book, specifically designed for doctors, can 
be used by those without bookkeeping training. It is divided 
into six sections which are tabbed as follows: Daily Listing 
of Receipts and Charges; Daily Listing of Disbursements ; 
Summary of Receipts and Charges; Summary of Disburse- 
ments; Detailed Analysis of Office Expenses; Employees’ 
Earning Records. 

The use of this record system should facilitate the record- 
keeping job in the doctor’s office and make the task of pre- 
paring his income tax return a much easier one. 


DISABILITY EVALUATION. Principles of Treatment of Com- 
pensable Injuries. By Earl D. McBride, B.S., M.D., F.A.C.S., As- 
sistant Professor in Orthopedic Surgery, University of Oklahoma School 
of Medicine; Atténding Orthopedic Surgeon to St. Anthony’s Hos- 
pital; Associate Orthopedic Surgeon to Wesley Hospital; Visiting Sur- 
geon to W. J. Bryan School for Crippled Children; Chief of Staff to 
Bone and Joint Hospital, Oklahoma City, Okla. Ed. 5. Cloth. Pp. 715, 
with illustrations. Price $15.00. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia, 1953. 


This book is reviewed in this issue of THe JourRNAL in 
the columns of the Bureau of Public Education on Health. 
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Advisory Board for Osteopathic Specialists and Boards of Certification 


ADVISORY BOARD FOR OSTEOPATHIC SPECIALISTS 


Earl E. Congdon, D.O., Chairman 
Robert A. Steen, D.O., Secretary 


Several specialty boards in osteopathic medicine were in 
the process of formation prior to 1939 and the demand for 
others was recognized. Osteopathic specialists and the osteo- 
pathic profession felt the need of a single authoritative agency 
to define graduate education, establish minimum standards 
that would be basic to such education, furnish information on 
procedure to the specialty groups, coordinate their efforts, and 
protect the public by giving validity to certification. To meet 
these needs, the Advisory Board for Osteopathic Specialists 
was organized in 1939 by authorization of the Board of 
Trustees of the American Osteopathic Association. The 
Advisory Board rendered immediate assistance to existing 
specialty groups in their efforts to initiate and maintain 
minimum standards of graduate education against the time 
when individuals in various specialties would be prepared 
for certification. It helped in the establishment of additional 
boards of certification as the growth of specialties within 
osteopathic medicine demanded. 

Certifying boards need assistance in determining the 
standards of fitness and ability of each candidate for certifica- 
tion as a specialist, they require guidance in defining the 
scope of the several accepted specialties, and they need advice 
in establishing standards of education and training for these 
specialties. An authoritative agency of the Board of Trustees 
of the American Osteopathic Association is required to main- 
tain a cooperative effort between the certifying boards and 
educational and training-hospital groups, in order that gradu- 
ate educational facilities will be constantly available to students 
in the various specialty fields. By the creation of an advisory 
board it was possible to obviate duplication of effort, to 
promote uniformity in the methodology of certification, to 
prevent unofficial groups from assuming the right of certifica- 
tion, and to inform the profession at large of the significance 
of specialty certification and its relation to the general prac- 
titioner. 

The Advisory Board is composed of the secretaries of 
the approved certifying boards and one other appointed repre- 
sentative from each of the boards, two representatives of the 
Board of Trustees of the American Osteopathic Association, 
and representatives from such other national groups as are 
interested in the education, examination, and certification of 
osteopathic specialists. 

Member organizations comprising the Advisory Board of 
Osteopathic Specialists are ten boards of specialty certification, 
the Board of Trustees of the American Osteopathic Associa- 
tion, the Bureau of Professional Education and Colleges, the 
Bureau of Hospitals, the American Association of Osteopathic 
Colleges, and the Central Office of the American Osteopathic 
Association. The voting membership totals 28. 

MEMBERSHIP OF THE ADVISORY BOARD FOR 
OSTEOPATHIC SPECIALISTS, 1954 
BOARD OF TRUSTEES A 4 THE AMERICAN OSTEOPATHIC 
SSOCIATION 
Donald V. Vincent P, 


BUREAU OF PROFESSIONAL EDUCATION 
C. Robert Starks 


Carroll 
ICATION AND COLL 
C. Edwin Long, Jr. 


EGES 


BUREAU OF HOSPITALS 
H. Dale Pearson ohn P. Schwartz 
AMERICAN ASSOCIATION 


OF OSTEOPATHIC COLLEGES 
Wallace M. Pearson K. Davis 


CENTRAL OFFICE—AMERICAN OSTEOPATHIC 
ASSOCIATION 
Robert A. Steen 


AMERICAN OSTEOPATHIC BOARD OF DERMATOLOGY 
AND SYPHILOLOGY 
Ronald W. MacCorkell James D. Stover 


AMEBICA® OSTEOPATHIC BOARD OF 
NTER ICINE 


NAL MED 
H. Earle Beasley Glennard E, Lahrson 
AMERICAN OSTEOPATHIC BOARD OF NEUROLOGY 
AND PSYCHIATRY 


Thomas J. Meyers 


Cecil Harris 


AMERICAN OSTEOPATENS BOARD OF OBSTETRICS 
D GYNECOLOGY 


Jacquelin Bryson 


BOARD OF OPHTHALMOLOGY 
ND OTORHINOLARYNGOLOGY 


Stack R. S. Licklider 
AMERICAN OSTEOPATHIC BOARD OF PATHOLOGY 
Robert P. Morhardt Norman W. Arends 
AMERICAN OSTEOPATHIC BOARD OF PEDIATRICS 
William S. Spaeth H. Mayer Dubin 
AMERICAN OSTEOPATHIC BOARD OF PROCTOLOGY 
John M. Spencer Carl S. Stillman, Jr. 
AMERICAN OSTEOPATHIC BOARD OF RADIOLOGY 
A. H. Witthohn D. W. Hendrickson 


AMERICAN OSTEOPATHIC BOARD OF SURGERY 
James M. Eaton Arthur M. Flack, Jr. 


COMMITTEES, 1954 


Executive Committee : 
Earl E. Congdon, Chairman 
Thomas J. Meyers, Vice-Chairman 
Robert A. Steen, Secretary 
Dorothy J. Marsh 
Lyman A. Lydic 
Review Committee (three members) : 
Appointed annually not later than 30 days 
before the time of annual meeting. 
Appeal Committee (five members) : 
Appointed when deemed necessary by the 
Chairman of the Advisory Board with the 
approval of the Executive Committee. 
Committee on Basic Documents : 
K. J. Davis 
C. M. Noll 
Robert Steen 


Dorothy J. 
AMERICAN 


Preston 


REVISED RULES OF ORGANIZATION AND PROCEDURE 
ARTICLE I 

Sec. a. The name of this body shall be the Advisory Board 
for Osteopathic Specialists. 

Sec. b. This Advisory Board is constituted and functions 
under the auspices of the Board of Trustees of the American 
Osteopathic Association to which it serves as an advisory body 
and from which it receives authority to engage in those activ- 
ities necessary to fulfill its purposes. Actions of this Board to 
have effect must be approved by the Board of Trustees of the 
American Osteopathic Association. 

ARTICLE II—PURPOSES AND DUTIES 

The purposes and duties of this Board shall be the fol- 
lowing: 

Sec. a. To assist in the establishment of certifying boards 
which shall determine the fitness and ability of each candidate 
for certification as a specialist in a distinct and recognized 
specialty. 

(1) To be accepted as a certifiable field of specialization 
such specialty must be accurately definable, must be repre- 
sented by a reasonable number of individuals who confine 
themselves or give the preponderance of their time to practice 
within the defined field; the technics practiced within the field 
shall be adequate to care for the majority of cases within the 
field defined; it shall be a field in which knowledge of the 
entire range of possibilities is a basic qualification and in which 
only the unusual case calls for special technics not included 
within the definition and where the practitioner within the 
field is required to be competent to decide upon the need for 
special technics. 

(2) The definition which is included for the specialty shall 
be stated so as to delineate accurately the scope of practice 
properly embraced by the specialty. 

Sec. b. To advise the specialty certifying boards with ref- 
erence to defining and determining the scope of the several 
accepted specialties. 

Sec. c. To advise the specialty certifying boards with ref- 
erence to establishing appropriate standards of education and 
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training for the several specialties and coordinating the re- 
quirements for certification by the certifying boards. 

Sec. d. To advise the certifying boards in reference to the 
development of an appropriate modus operandi for determining 
fitness of applicants for certification. 

Sec. e. To receive from the certifying boards proposals 
relating to their organization and activities and transmit these 
with appropriate recommendations to the Board of Trustees 
of the American Osteopathic Association. 

Sec. f. To provide for the certification of applicants in dis- 
tinct and recognized specialties in which there is no organized 
specialty society in the profession and no certifying board. 

Sec. g. To review the proposals for certification received 
from the certifying boards and make recommendations con- 
cerning each proposal to the Board of Trustees of the Ameri- 
can Osteopathic Association for its action. 

Sec. h. To maintain contact with the activities of the certi- 
fying boards in order to ascertain their conformity to the 
standards and procedures adopted and to advise them when 
indicated regarding corrections in their procedures. If neces- 
sary, the Advisory Board shall make appropriate recommen- 
dations to the Board of Trustees of the A. O. A. when any 
certifying board persists in failing to conduct its affairs in 
an acceptable manner. 

Sec. i. To cooperate with the Executive Secretary of the 
American Osteopathic Association in maintaining an accurate 
listing of certified specialists in good standing. 

Sec. j. To assist in educating the profession at large con- 
cerning the significance of specialty certification and its rela- 
tion to the general practitioner. 

Sec. k. To respond in an advisory capacity to any group 
within the profession in matters pertaining to the recognition 
or declaration of specializatian. 

Sec. 1. To cooperate with the Bureau of Professional 
Education and Colleges, the Bureau of Hospitals, and the 
American Osteopathic Association in creating and standardiz- 
ing specialty training programs and in establishing the principle 
of certification in the personnel of the organizations coming 
under its jurisdiction. 

Sec. m. To keep a record of all meetings, transactions, 
and actions of the Advisory Board and maintain in an appro- 
priate form a cumulative compilation of recommendations of 
this Board to the Board of Trustees of the American Osteo- 
pathic Association. 

The original stenographic notes of the proceedings of the 
Advisory Board shall be filed as the legal record of the 
minutes of the Advisory Board. The edited minutes shall be 
considered legal after approval by the Advisory Board except 
in instances of question as to original intent and purpose, 
when the original record shall become a part of the final 
document of record. 

Sec. n. To establish and maintain a file of the constitu- 
tions and bylaws of all approved certifying boards together 
with their amendments, cumulative lists of their memberships, 
cumulative lists of those certified by each certifying board, 
and record the standing of each certificate holder. 


ARTICLE III—MEMBERSHIP 


Sec. a. The membership of the Advisory Board for Os- 
teopathic Specialists shall consist of those designated ex-officio 
members together with the secretary-treasurers of the several 
approved certifying boards and one other appointed represen- 
tative from each of the certifying boards and representatives 
from each of the following groups as indicated below, ap- 
pointed by its chairman or president: 


(1) Board of Trustees of the American Osteopathic Asso- 
ciation—two representatives. 

(2) Bureau of Professional Education and Colleges—two 
representatives. 

(3) Bureau of Hospitals—two representatives. 

(4) American Association of Osteopathic Colleges—two 
representatives. 

(5) Central Office—American Osteopathic Association— 
one representative. The Executive Secretary of the 
American Osteopathic Association shall appoint one 
osteopathic physician from Central Office to serve 
as a member of the Advisory Board. 
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Sec. b. Member organizations shall make their appoint- 
ments within 60 days following each annual meeting of the 
American Osteopathic Association and the appointments shall 
be communicated promptly to the Executive Secretary of the 
American Osteopathic Association and to the Secretary of the 
Advisory Board. 

Sec. c. Each member organization is entitled to two votes, 
but in no case may a member organization be entitled to vote 
without a duly authorized representative being present. Both 
votes may be cast by one representative in the absence of the 
other. The representative of the Central Office shall have no 
vote. 

Sec. d. Alternates may be accepted as members if they 
are designated by the appropriate member organization officer 
and their names are in the hands of the Executive Secretary 
of the A.O.A. and the Secretary of the Advisory Board for 
Osteopathic Specialists before the time of the annual meeting 
of the Advisory Board. 

Sec. e. When one individual is named by two different 
member organizations as a representative, the appointing offi- 
cer whose appointment was last received shall be informed of 
the previous appointment of the individual by another member 
organization so that his appointment may be changed if desired. 

Sec. f. When an ex-officio member of the Advisory Board 
is appointed as a representative of a member organization, he 
shall vote in the capacity as such a representative. If he is 
an Advisory Board member exofficio only, he may vote as an 
individual. 

Sec. g. Any organization which holds membership on the 
Advisory Board and which does not have its representatives in 
attendance for two consecutive years shall have its membership 
on the Advisory Board revoked. 


ARTICLE IV—OFFICERS 


Sec. a. The officers of this Board shall be Chairman, 
Vice-Chairman, and Secretary. 

Sec. b. The Chairman shall be elected at each alternate 
annual meeting for a term of 2 years from those who are 
members at the time of the election. 

In the event of his not being a member of the Advisory 
Board under the provisions of Article III, Sec. a, during the 
period for which he is elected, he shall continue a member for 
the term of his office. 

He shall appoint all committees, excepting as otherwise 
provided, serve as an ex-officio member of all standing com- 
mittees, make the prescribed reports, preside at all meetings 
of the Advisory Board, act as Chairman of the Executive 
Committee, and perform such other duties as customarily 
reside in the office. 

He shall make an annual and a midyear report of the 
Advisory Board’s activities to the Board of Trustees of the 
American Osteopathic Association. 

Sec. c. The Vice-Chairman shall be elected at each alter- 
nate annual meeting for a term of 2 years from those who 
are members at the time of the election. 

He shall be a member of the Advisory Board at the 
time of his election and shall be a member exofficio during 
the term for which he is elected. 

He shall perform the duties customarily resident in this 


Sec. d. The Secretary shall be elected every third year 
for a term of 3 years from those who are members at the 
time of the election. 

He shall be a member of the Advisory Board exofficio 
during the term for which he is elected. 

He shall keep a record of all meetings, transactions, and 
actions of the Advisory Board and assist the Chairman in 
such other duties as are appropriate to this office. 

Sec. e. In the event of a vacancy in the office of the 
Chairman and Vice-Chairman, the senior member of the two 
members at large elected to the Executive Committee, shall 
act as Chairman until the next regular meeting. 


ARTICLE V—COMMITTEES 


Sec. a. The Executive Committee shall be composed of 
the Chairman, Vice-Chairman, Secretary, and two members of 
the Advisory Board. 
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One such member from the Advisory Board shall be 
elected each year for a term of 2 years. 

Elected members of the Executive Committee shall be 
members exofficio of the Advisory Board through the terms 
for which they are elected. 

This: committee shall carry out the policy and activity 
initiated or decided by the Advisory Board. The Executive 
Committee shall meet on call of the Chairman. 

The Executive Committee shall act for the Advisory 
Board between meetings of the Advisory Board. All actions 
of the Executive Committee. shall be subject to approval of 
the Board of Trustees of the American Osteopathic Asso- 
ciation. 

Sec. b. A Review Committee composed of three members 
shall be appointed by the Chairman not later than 30 days be- 
fore the time of the annual meeting, or special meeting, from 
among members who affirm their intent to be in attendance at 
the meeting. This committee shall review the data supporting 
the proposals for certification submitted by the certifying 
boards and make recommendation to the Advisory Board con- 
cerning the proper action on each candidate proposed. 

Names of the candidates who fail to meet the require- 
ments of the Review Committee shail not be presented to the 
Advisory Board. 

Sec. c. A Nominating Committee composed of three mem- 
bers shall be appointed by the Chairman at the time of the 
annual meeting to name candidates for officers for the ensuing 
year and to report to the last session of the meeting, at which 
time election of officers shall take place. Nominations from 
the floor will be in order. 

Sec. d. An Appeal Committee shall be selected and ap- 
pointed by the Chairman of the Advisory Board, with the ap- 
proval of the Executive Committee whenever it is deemed 
necessary by the Chairman of the Advisory Board to provide 
for adjudication of a charge filed with the Advisory Board 
of unfairness or improper conduct of the affairs of any certify- 
ing board by an applicant for certification, 

The Appeal Committee shall be composed of five mem- 
bers, who shall elect their own chairman, one individual to be 
appointed from the Bureau of Professional Education and 
Colleges; one from the Board of Hospitals; one from the 
Board of Trustees of the American Osteopathic Association ; 
and two from the membership of the Advisory Board for 
Osteopathic Specialists, no one of whom shall be a member 
of the certifying board which is the object of complaint. 

The meeting, or meetings, of the committee shall be ar- 
ranged by the Chairman of the Appeal Committee with the 
complainant and a representative appointed by the chairman 
of the certifying board involved. A stenotype record of the 
proceedings shall be made, and such notes shall be confidential. 

After hearing and considering the presentation of the 
complaint and the certifying board’s response giving reasons 
for the action against which the complaint is directed, and 
after making any necessary investigation, the Appeal Commit- 
tee shall make a report to the Advisory Board for Osteopathic 
Specialists, indicating what the committee considers to be the 
proper action to be followed by the parties concerned. If the 
controversy is not suitably adjudicated and the circumstances 
justify, the report of the Appeal Committee shall be presented 
to the Board of Trustees of the American Osteopathic Asso- 
ciation for further action. 

This committee shall be dissolved upon conclusion of the 
duties specified above. 

Sec. e. A Committee on Basic Documents shall be ap- 
pointed by the Chairman of the Advisory Board for Osteo- 
pathic Specialists at each annual meeting. For the purposes 
of this Committee, the basic documents shall be defined as the 
Constitution and Bylaws, Regulations and Requirements of 
the specialty certifying boards, and the Manual of Procedure 
for the Advisory Board for Osteopathic Specialists and Boards 
of Certification. 

The duties of this Committee shall be: 

(1) To maintain a file of all basic documents of the 
Advisory Board and its member certifying boards. 

(2) To prepare and submit to the Advisory Board amend- 
ments to the Manual of Procedure for the Advisory Board 
for Osteopathic Specialists and Boards of Certification. 
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(3) To review the basic documents of the specialty certi- 
fying boards and recommend proposed changes in these docu- 
ments as may be necessary to establish conformity with the 
Manual of Procedure for the Advisory Board for Osteopathic 
Specialists and Boards of Certification, as approved by the 
Board of Trustees of the American Osteopathic Association. 


ARTICLE VI—MEETINGS 


Sec. a. A regular annual meeting shall be held at the 
time and place of the annual convention of the American 
Osteopathic Association. The meeting shall be scheduled at 
such time that recommendations from this Advisory Board 
may be transmitted to the Board of Trustees of the American 
Osteopathic Association before the conclusion of its final ses- 
sions. The time and place of the sessions of the Advisory 
Board’s meeting shall be communicated to all members not 
less than 30 days before the date of convening. 

Sec. b. A quorum at any session of any regular meeting 
shall consist of a majority of the designated membership of 
the Advisory Board, and at least one-third of the member 
organizations shall be represented. 

Sec. c. Robert’s Rules of Order shall be followed except 
where they conflict with these rules of procedure. 


Sec. d. The order of business shall be as follows: 


(1) Call to order. 
(2) Roll call. 
(3) Secretary's report including: 

(a) Presentation of the report to the Board of Trus- 
tees of the American Osteopathic Association made 
at the preceding annual meeting. 

(b) Presentation of the Chairman’s preliminary report 
to the Board of Trustees of the American Osteo- 
pathic Association, and the recommendations for 
the current session of the Advisory Board. 

(4) Appointment of Nominating Committee. 

(5) Reports and recommendations of certifying boards. 
(6) Reports of standing committees. 

(7) Reports of special committees. 

(8) Unfinished business. 

(9) Receipt of communications. 


(10) Report of Review Committee. 

(11) New business and assignments to appropriate com- 
mittees. 

(12) Report of Nominating Committee and election of 
officers. 

(13) Appointment of committees for ensuing year. 

(14) Adjournment. 

ARTICLE VII—AMENDMENTS 
Sec. a. Amendments to these Rules of Organization and 


Procedure may be adopted for submission to the Board of 
Trustees of the American Osteopathic Association for ap- 
proval by the vote of a majority of the members of the 
Advisory Board registered with the Secretary as present at 
the annual meeting, provided the proposed amendment has 
bee: submitted to each member present in writing or printed 
form not less than 12 hours preceding the time of the meeting 
at which the vote is to be taken. 

Sec. b. A Manual of Procedure for the Advisory Board 
for Osteopathic Specialists and Boards of Certification shall 
be issued by Central Office within 90 days following adoption 
of this recommendation by the Board of Trustees. It shall 
contain the following: 

(1) Rules of Organization and Procedure of the Advisory 
Board for Osteopathic Specialists as amended with the ap- 
proval of the Advisory Board and the Board of Trustees. 

(2) Rules of Procedure for specialty certifying boards 
as amended with the approval of the Advisory Board and 
Board of Trustees. 

(3) Standard Constitution and Bylaws of Boards of Cer- 
tification as approved by the Board of Trustees. 

(4) Model form for Regulations and Requirements of 
Boards of Certification. 

(5) Model form Outline for Annual Report of Secre- 
taries of Certifying Boards to the Advisory Board. 

Sec. c. The documents listed under Section b above shall! 
be edited, rearranged, and revised, without changing the in- 
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tent, to provide better phraseology and continuity. Repetitions 
shall be deleted. 

Sec. d. Three hundred copies of the Manual shall be is- 
sued. They shall be distributed to the Executive Committee of 
the A.O.A., officers and members of boards of certification, 
and to other individuals who have a right to the Manual. 

Sec. e. The Manual shall be revised every 2 years, and 
the revisions shall include recommendations of the Advisory 
Board which have been approved by the Board of Trustees 
since the preceding issue of the Manual pertaining to the 
conduct of the Advisory Board, boards of certification, and 
applicants for certification. 

Sec. f. All recommendations which amend or in any way 
alter any of the documents reproduced in the Manual shall be 
presented as amendments with proper reference to the docu- 
ment, article, section, and paragraph. 


BOARDS OF SPECIALTY CERTIFICATION 
STANDARD CONSTITUTION AND BYLAWS 
(Approved by the Board of Trustees of the A.O.A., July, 1948) 
CONSTITUTION 
AMERICAN OSTEOPATHIC BOARD OF 

ARTICLE I—NAME 


The name of this organization shall be The American 
Osteopathic Board of . 
ARTICLE II—PURPOSE 

Sec. 1. The purposes of this Board shall be: 

(a) To define the qualifications to be required of osteo- 
pathic physicians for certification in the field (or fields) of 
and of any other specialty field that 
may be assigned to this Board. 

(b) To determine the qualifications of osteopathic phy- 
sicians as specialists for certification in the field (or fields) 
of and of any other specialty field 
that may be assigned to it. 

(c) To conduct examinations in conformity 
bylaws of this Board. 

(d) To issue certificates, subject to the recommendation 
of the Advisory Board for Osteopathic Specialists and to the 
approval of the Board of Trustees of the American Osteo- 
pathic Association, to those physicians who are found qualified. 

(e) To recommend revocation of certificates for cause. 

(f) To use every means possible to maintain a high 
standard of practice in these specialties (this specialty) within 
the osteopathic profession. 

The actions of this Board of -............. — 
subject to the recommendation of ‘the “Advisory ‘Board for 
Osteopathic Specialists and to the approval of the Board of 
Trustees of the American Osteopathic Association. 


ARTICLE III—DEFINITION 


Sec. 1. For the purpose of the operation of this Board 
the following division(s) of practice is (are) defined: 

(a) The practice of.. shall con- 
sist of and include 


with the 


(b) The practice of 


ARTICLE IV—ORGANIZATION 
Sec. 1. Membership. 
(a) The American Osteopathic Board of 
shall consist of ............ members elected by 


Each elected member shall be a certified specialist in good 
standing in 
(Each specialty group shall be represented in the member- 


ship of the Board ) Insofar as possible 
there shall be a representative from each geographical time 
belt of the United States on the Board. 

(b) Members shall be elected for a term of 3 years 
(except that at the first election of members to this Board 
three members shall be elected for 3 years, three shall be 
elected for 2 years, and three for 1 year. Thereafter, three 
members shall be elected annually for the full term of 3 
years.) The terms of members should be so staggered that 


BOARDS OF SPECIALTY CERTIFICATION 


A.O.A. 
ebruary, 1954 


the new members elected in any year shall not constitute a 
majority of the Board. In case of death or resignation of 
any Board member, shall appoint a certified 
specialist from the corresponding field to fill the unexpired 
portion of the term. 

(c) Members shall continue to serve until their successors 
are elected. 

Sec. 2. Officers. 

(a) The officers of the Board shall be: 

(i) Chairman. 

(ii) Vice-Chairman. 

(iii) Secretary-Treasurer. 

(b) These officers shall be elected by this Board for a 
term of 1 year at its annual meeting. 

(c) Officers shall continue to hold office until their suc- 
cessors are elected. 


Sec. 3. Committees. 

(a) There shall be three standing committees of this 
Board and such other committees as may from time to time 
be authorized. The Chairman shall appoint all committees 
unless it is otherwise provided. 

(b) The standing committees shall be: 

(i) <A Credentials Committee. 

(ii) An Examination Committee. 

(iii) An Advisory Board Committee. 


ARTICLE V—AMENDMENT 


Sec. 1. Subject to the review and recommendation of the 
Advisory Board for Osteopathic Specialists and the approval 
of the Board of Trustees of the American Osteopathic Asso- 
ciation this Constitution may be amended by a vote of two 
thirds of the total membership of this Board (or three fifths 
in a five-member Board) at any annual meeting following 
notification given at any previous annual meeting of such 
intention. 


BYLAWS 
of the 
AMERICAN OSTEOPATHIC BOARD OF 
ARTICLE I 
DUTIES OF THE AMERICAN OSTEOPATHIC BOARD OF 


Sec. 1. This Board shall serve as an advisory body to 
all applicants for certification in the specialty (specialties) of 
and any other specialty which may 
be assigned to its jurisdiction. 

Sec. 2. This Board shall determine, in accordance with 
the provisions of these bylaws, the appropriate standards of 
education and the training held necessary for certification in 
the specialty (specialties) of and of 
any other specialty which may be assigned to its jurisdiction, 
subject to the recommendations of the Advisory Board for 
Osteopathic Specialists and to the approval of the Board of 
Trustees of the American Osteopathic Association. 


Sec. 3. This Board shall establish detailed rules for 
conducting all examinations in compliance with the provisions 
of these bylaws and shall provide for the conduct of examina- 
tions at least once a year in accordance with its Regulations 
and Requirements. 


Sec. 4. This Board shall file with the Advisory Board 
for Osteopathic Specialists, at the time specified by the 
Advisory Board, its recommendations concerning each appli- 
cant for certification together with any pertinent information 
required by the Advisory Board for Osteopathic Specialists. 

Sec. 5. This Board shall provide and issue certificates 
in all fields assigned to this Board’s jurisdiction, as provided 
in Article V of these Bylaws. 


Sec. 6. This Board shall provide permanent files for all 
records. It shall record and keep permanently on file all 
applications submitted to it and complete records of examina- 
tion results and shall maintain a registry of certificate holders. 
All examination papers and case reports of applicants shall 
be kept on file for a period of 3 years. 

Sec. 7. This Board shall levy and collect from applicants 
the funds necessary to finance the operation of this Board 
as provided in the Regulations and Requirements. 
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Sec. 8. This Board shall arrange for all meetings neces- 
sary to enable this Board to carry out its functions as pro- 
vided in Article VI, Sections 1 and 2 of these Bylaws. 

Sec. 9. This Board shall provide two members of this 
Board to function as representatives to the Advisory Board 
for Osteopathic Specialists. One of the two members shall 
be the Secretary-Treasurer. In case of inability of the regular 
representatives to attend the sessions of the Advisory Board 
for Osteopathic Specialists, the Chairman of this Board shall 
appoint alternates as provided in the Rules of Organization 
and Procedure of the Advisory Board for Osteopathic 
Specialists. 

Sec. 10. This Board shall conduct its activities in relation 
to the officers of the American Osteopathic Association, the 
Advisory Board for Osteopathic Specialists, other certifying 
boards, and applicants for certification as provided in the 
Rules of Procedure for Certifying Boards compiled by the 
Advisory Board for Osteopathic Specialists and approved by 
the Board of Trustees of the American Osteopathic Asso- 
ciation. 

Sec. 11. This Board shall make, in conformity to its 
Constitution and Bylaws, all necessary regulations and require- 
ments to govern its activities which are not provided by the 
Advisory Board for Osteopathic Specialists and the Board 
of Trustees of the American Osteopathic Association. 


ARTICLE II—COMMITTEES 


Sec. 1. Credentials Committee. 

(a) There shall be a Credentials Committee of..................- 
members appointed by the Chairman of this Board, whose 
members shall represent different geographical districts so far 
as possible. 

(b) It shall be the duty of the Credentials Committee: 

(i) To receive all completed applications from the 
Secretary-Treasurer. 

(ii) To conduct a comprehensive investigation of each 
applicant in accordance with the rules governing 
application. 

(iii) To prepare a recommendation concerning each 
applicant and present this to the Board of.............. 
disapeared at its next (annual) meeting 

Sec. 2. Examination Committee. 

(a) There shall be an Examination Committee composed 
of the Chairman of this Board of and 
not less than two additional Board members.....................-...--..-.---. 
(The Chairman of this Board shall act as the Chairman of 
the Examination Committee.) 

(b) It shall be the duty of the Examination Committee 
to plan and to make preparations for the conduct of examina- 
tions in the special fields coming under the jurisdiction of 
this Board in accordance with the rules governing examinations 
as stated in Article IV, Section 1, Paragraph (h) of these 
Bylaws and in the Regulations and Requirements of this 
Board. 

(c) The Examination Committee shall report to this 
Board the findings on the examination of each applicant. 

Sec. 3. Advisory Board Committee. 

(a) There shall be an Advisory Board Committee con- 
sisting of the Chairman and the Secretary-Treasurer of the 
Roard of 

(b) It shall be the duty of the Advisory Board Com- 
mittee to represent the American Osteopathic Board of 
in all matters where such represen- 


tation is required. 

(c) The Chairman shall annually appoint as an alternate 
member of this Committee a member of the Board of............. 
who shall be empowered to act for either 
regular member who is not in attendance. 


ARTICLE I1!—DUTIES OF OFFICERS 

Sec. 1. The duties of the Chairman shall be: 

(a) To preside at all meetings. 

(b) To appoint all committees and representatives to the 
Advisory Board for Osteopathic Specialists. 

(c) To schedule meetings of this Board at such times 
and places as necessary to carry on the business of this 
Board. 

(d) To supervise all examinations. 
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(e) To act as an ex-officio member of all committees. 

(f) To sign all certificates issued by this Board. 

(g) To act as Chairman of the Examination Committee. 

(h) To be a member of the Advisory Board Committee. 

Sec. 2. The duties of the Vice-Chairman shall be: 

(a) To assume the duties of the Chairman when the 
latter is absent or otherwise unable to fulfill them. 

(b) To assist the Chairman in the discharge of his duties. 

Sec. 3. The duties of the Secretary-Treasurer shall be: 

(a) To keep in permanent file records of all proceedings, 
transactions, and rulings of this Board, and to keep on file 
all examination papers and case records for a period of 3 years. 

(b) To have printed and distributed all certificates, appli- 
cation forms, circulars of information, etc., authorized by 
this Board and necessary for the proper functioning of this 
Board. 

(c) To maintain in proper place and form the moneys 
of this Board and to issue an accounting of them at annual 
meetings or at such other times as requested by the Chairman 
of this Board. 

(d) To keep a permanent file of all applications coming 
before this Board with a signed record of the action taken 
on each. 

(e) To maintain a record of all certificate holders in 
good standing and to supply upon request to government 
agencies, hospitals, physicians, schools, and others entitled to 
such information, a list of holders of certificates in good 
standing. 

(f) To have prepared in appropriate and complete form 
for presentation to the Review Committee of the Advisory 
Board for Osteopathic Specialists in support of recommenda- 
tions for certification the application, examination record 
(written, oral, and practical), and other pertinent information 
requested. (See Rules of Procedure.) 

(g) To serve as a representative of this Board to the 
Advisory Board for Osteopathic Specialists. 

(h) To sign all certificates issued by this Board, as pro- 
vided in Article V. 

(i) To prepare an annual report in keeping with the 
Rules of Procedure for certifying boards of the work done 
by this Board, including a list of all applicants and the results 
of their examinations and a resume of the Board's finances. 
This report is to be presented at the annual meeting of the 
Advisory Board for Osteopathic Specialists and copies are to 
be supplied to the Chairman and Secretary of the Advisory 
Board and to the Executive Secretary of the American Osteo- 
pathic Association. 


(j) To cooperate with the Executive Secretary of the 
American Osteopathic Association in all matters pertaining 
to the annual registration of certificate holders. 

(k) To notify the Executive Secretary of the American 
Osteopathic Association and the Chairman and Secretary of 
the Advisory Board for Osteopathic Specialists of members 
and officers elected to this Board and of appointments to the 
Advisory Board for Osteopathic Specialists. 


ARTICLE IV—REQUIREMENTS FOR CERTIFICATION 

Sec. 1. To be eligible to receive a certificate of specializa- 
tion from the American Osteopathic Board of 
the candidate must meet all of the following minimum re- 
quirements, excepting as provided in Section 3 (and Section 
4) of this Article: . 

(a) He must be a graduate of an approved osteopathic 
college. 


(b) He must be licensed to practice in the state or terri- 
tory where he conducts his specialty practice. 


(c) He must have been a member in good standing of 
the American Osteopathic Association and of his state or 
divisional society for a continuous period of at least 3 years 
immediately prior to application for examination by this Board. 

(d) He must have satisfactorily completed an internship 
of at least 1 year in a hospital approved for intern training 
by the American Osteopathic Association or satisfactory to 
this Board. If graduated in 1942 or prior thereto, the appli- 
cant must have had training of value equivalent to that of 
an acceptable internship as determined by this Board. 
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(e) He must be able to show evidence of conformity to 
the standards set in the Code of Ethics of the American 
Osteopathic Association. 


(f) A period of not less than 3 years of training related 
to the specialty shall be required, after the required 1 year 
of internship, or its equivalent, but not necessarily running 
3 consecutive years. This Board may modify the requirement 
of 3 years’ specialty training by allowing a credit of 1 year 
of specialty training for each 5 years of specialty practice 
for a total credit of not to exceed 2 years of the requirement, 
for physicians who graduated prior to 1946, but in no case 
may such applicant be accepted for examination without at 
least 1 year of specialty training as defined. This training 
shall include: 

(i) Advanced study in the sciences: Anatomy, physiol- 
ogy, biochemistry, pathology, pharmacology, and 
such other basic sciences as are necessary to a 
mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management of 
the disorders involved in the specialty. 

(ii) Active experience in diagnosis and treatment in such 
amount and diversity that it will assure adequate 
training in the special field. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or studying 
under the preceptorship of a qualified specialist in this 
field, supplemented by prescribed study conforming to a plan 
approved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. It shall be this 
Board’s duty to assist applicants in determining a suitable 
program of special training, but it is not this Board’s function 
to supply the training. This Board will recognize as proper 
institutions for securing this training those institutions which 
are approved for special training by the approving agencies 
of the American Osteopathic Association, together with such 
others as this Board may determine to possess facilities and 
personnel adequate to provide proper training. 

(zg) He must practice as a specialist in his field for a 
period of at least 2 years subsequent to the minimum 3 years 
of special training. Specialty practice within each specialty 
field under this Board shall be defined in the Regulations and 
Requirements of this Board. 

(h) Following satisfactory compliance with the prescribed 
requirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases 
of the problems involved in the specialty, his familiarity with 
the current advances in the special field, and the possession 
of sound judgment and of a high degree of skill in the diag- 
nostic and therapeutic procedures involved in the practice of 
the specialty. Oral, written, and clinical examinations shall 
be conducted and required in the case of each applicant. 
Boards of specialty certification may conduct their oral and 
written examinations at the end of the required 3 years of 
specialty training, but shall not conduct the practical or 
clinical examination until the required 2 years of specialty 
practice have been completed. The members of this Board 
shall personally review, if not perform, the grading of each 
written examination. The conduct of the clinical examinations 


may be delegated to committees of not fewer than two indi- ° 


viduals maturely qualified in the specialty. A full description 
of the method of conducting the examination shall be formu- 
lated in this Board’s Rules of Procedure, and provision for 
re-examination shall be made. 

(i) Applicants desiring examination for certification shall 
be required to file an application which shall set forth the 
applicant’s qualifications for examination as stated in para- 
graphs (a), (b), (c), (d), (e), (f), and (g) above. The 
procedure for filing applications shall be set forth in the 
Regulations and Requirements and no application for action 
at any annual meeting of the Board shall be accepted after 
April lst of that year. 

Sec. 2. In the case of any applicant who was engaged in 
the practice of his specialty by 1939, or prior theretd, and 
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who graduated prior to 1936, and who meets the general 
requirements stated in Section 1, (a), (b), (c), (d), and (e) 
above, and has maintained appropriate activity in A.O.A. 
organization work, specialty societies, hospital staff work, the 
pursuit of periodic postgraduate work, contributions to pro- 
fessional literature or otherwise has indicated his consistent 
interest and competence in his special field, the requirements 
of this article Section 1, paragraphs (f) and (hi) may be 
waived and he may be recommended for certification after 
passing an appropriate oral and/or clinical examination. 

Sec. 3. Subject to the recommendations of the Advisory 
Board for Osteopathic Specialists and to the approval of the 
Board of Trustees of the American Osteopathic Association, 
the American Osteopathic Board of 
require such further training in each of the special fields 
coming under its jurisdiction as in its judgment such field 
may require, provided that the additional requirements for each 
special field are clearly set forth in the rules of this Board. 
Additions to requirements shall not go into effect until 1 
year subsequent to the announcement of such change. 

Sec. 4. If circumstances necessitate it, a section may be 
written and inserted at this point to provide for the fair 
handling of applicants already acting on the basis of commit- 
ments made by this Board prior to 12-15-46. 


ARTICLE V—CERTIFICATES 

Sec. 1. Issuance. 

Certificates of specialization which have been approved 
by the Board of Trustees of the American Osteopathic Asso- 
ciation shall be issued by the American Osteopathic Board of 
to applicants who have conformed 
to all requirements for certification described in Article TV of 
these Bylaws and who have received the recommendation of 
the Advisory Board for Osteopathic Specialists and the ap- 
proval of the Board of Trustees of the American Osteopathic 
Association. Each such certificate shall be signed by the 
Chairman and the Secretary-Treasurer of this Board. No cer- 
tificate is valid until it has been signed by the Executive 
Secretary of the American Osteopathic Association. 

Sec. 2. No certificate shall be issued to an individual 
who is certified by another board, until the former certificate 
has been surrendered to the Executive Secretary of the 
American Osteopathic Association. 

Sec. 3. Revocation. 

This Board shall have the power to recommend to the 
Advisory Board for Osteopathic Specialists and the Board 
of Trustees of the American Osteopathic Association the 
revocation of the certificate of any holder whose certificate 
was obtained by fraud or misrepresentation, who unduly adver- 
tises, exploits his certificate, violates the Code of Ethics of 
the American Osteopathic Association, or otherwise dis- 
qualifies himself. 

Sec. 4. To remain in good standing the certificate holder 
shall pay an annual registration fee to the Executive Secretary 
of the American Osteopathic Association, as provided in the 
Rules of Organization and Procedure of the Advisory Board 
for Osteopathic Specialists. 


ARTICLE VI—MEETINGS 


Sec. 1. The American Osteopathic Board of 
shall hold a regular annual meeting to transact 
business and to conduct examinations at the time and place 
of the annual meeting of the American Osteopathic Association 
(or at the annual meeting of its respective specialty college). 

Sec. 2. Special meetings of this Board which are deemed 
necessary for the transaction of business may be called with 
the approval of the majority of the members of this Board 
provided all members are formally notified of the called 
meeting and its purpose, not less than 30 days before thie 
date set for the meeting. 

Sec. 3. For the transaction of business at any meeting 
of this Board, members shall constitute a quorum. 


ARTICLE VII—AMENDMENT 
Sec. 1. Subject to the review and recommendation of the 
Advisory Board for Osteopathic Specialists and to the ap- 
proval of the Board of Trustees of the American Osteopathic 
Association, these Bylaws may be amended by a two thirds 
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vote of the total membership of this Board (or three fifths 
in a five-member Board) at any meeting provided each member 
has been notified at least 30 days prior to the date of the 
meeting of its being called and of the intention to amend. 


AMERICAN OSTEOPATHIC BOARD OF DERMATOLOGY 
AND SYPHILOLOGY 
Anthony E. Scardino, Chairman, Kansas City, Mo. 
Edwin H. Cressman, Vice Chairman, Philadelphia 
James D. Stover, Detroit 
Cecil D. Underwood, Los Angeles 
Ronald W. MacCorkeli, Secretary-Treasurer, Los Angeles 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of this Board the follow- 
ing divisions of practice are defined: 


a. The practice of dermatology shall consist of and in- 
clude the diagnosis and the surgical and nonsurgical manage- 
ment of the diseases of the skin and its appendages. 

b. The practice of syphilology shall consist of and include 
the diagnosis and the surgical and nonsurgical management of 
syphilis in all its phases and stages. 


c. A specialty practice, as defined by this Board, shall con- 
sist of not less than 90 per cent dermatology and syphilology. 


REQUIREMENTS FOR CERTIFICATION 


Section 1. To be eligible to receive a certificate of spe- 
cialization from the American Osteopathic Board of Derma- 
tology and Syphilology, the candidate must meet all of the 
following minimum requirements, excepting as provided in 
Section 2 of this Article: 


(a) He must be a graduate of an approved osteopathic 
college. 

(b) He must be licensed to practice in the state or terri- 
tory where he conducts his specialty practice. 


(c) He must have been a member in good standing of 
the American Osteopathic Association for a continuous period 
of at least 3 years immediately prior to application for exami- 
nation by this Board. He must be a member in good standing 
of his divisional society or the society of the state in which 
he conducts his specialty practice. 

(d) He must have satisfactorily completed an internship 
of at least 1 year in a hospital approved for intern training by 
the American Osteopathic Association or, under exceptional 
circumstances, other equivalent institutional training satisfac- 
tory to this Board. If graduated in 1942 or prior thereto, the 
applicant must have had experience and/or training of value 
equivalent to that of an acceptable internship as determined by 
this Board. 

(e) He must be able to show evidence of conformity to 
the standards set in the Code of Ethics of the American Os- 
teopathic Association. 

(f{) A period of not less than 3 years of training related 
to the specialty shall be required, after the required 1-year in- 
ternship, or its equivalent, but not necessarily running 3 con- 
secutive years. This Board may modify the requirement of 3 
years’ specialty training by allowing a credit of 1 year of spe- 
cialty training for each 5 years of specialty practice for a 
total credit of not to exceed 2 years of the requirement, for 
physicians who graduated prior to 1946, but in no case may 
such applicant be accepted for examination without at least 1 
year of specialty training as defined. This training shall in- 
clude : 

(i) Advanced study in the sciences, anatomy, physi- 
ology, biochemistry, pathology, pharmacology, and such other 
basic sciences as are necessary to a mature and comprehensive 
understanding of the prevention, diagnosis, therapy, and man- 
agement of the disorders involved in this specialty. 

(ii) Active experience in diagnosis and treatment in 
such amount and diversity that it will assure adequate training 
in this special field. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to, or studying 
under the preceptorship of, a qualified specialist in this field, 
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supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 


The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. It shall be this 
Board’s duty to assist applicants in determining a suitable pro- 
gram of special training, but it is not this Board’s function to 
supply the training. This Board will recognize as proper insti- 
tutions for securing this training those institutions which are 
approved for special training by the approving agencies of the 
American Osteopathic Association, together with such others 
as this Board may determine to possess facilities and personnel 
adequate to provide proper training. 


(g) In addition to the completion of the special training 
designated, the applicant shall have engaged in specialty prac- 
tice in his field for not less than 2 years before admittance to 
the examination. 


(h) Following satisfactory compliance with the pre- 
scribed requirements as to special training and specialty prac- 
tice, the applicant shall be required to pass appropriate exami- 
nations planned to evaluate his understanding of the scientific 
bases of the problems involved in the specialty, his familiarity 
with the current advances in the special field, the possession of 
sound judgment and of a high degree of skill in the diagnostic 
and therapeutic procedures involved in the practice of the 
specialty. Oral, written, and clinical examinations shall be con- 
ducted and required in the case of each applicant. 


(i) Applicants desiring examination for certification shall 
be required to file an application which shall set forth the 
applicant’s qualifications for examination as stated in para- 
graphs (a), (b), (c), (d), (e), (£), and (g) above. No appli- 
cation for action at any annual meeting of the Board shall be 
accepted after April Ist of that year. 

Section 2. In the case of any applicant who was engaged 
in the practice of his specialty by 1939 or prior thereto, and 
who graduated prior to 1936 and who meets the general re- 
quirements stated in Section 1, (a), (b), (c), (d), and (e) 
above and has maintained appropriate activity in A.O.A. or- 
ganization work, specialty societies, hospital staff work, the 
pursuit of periodic postgraduate work, contributions to pro- 
fessional literature or otherwise has indicated his consistent 
interest and competence in his special field, the requirements 
of Section 1, paragraphs (f) and (h) may be waived, and he 
may be recommended for certification after passing an appro- 
priate oral and/or clinical examination. 


Section 3. Subject to the recommendations of the Advisory 
Board of Osteopathic Specialists and to the approval of the 
Board of Trustees of the American Osteopathic Association, 
the American Osteopathic Board of Dermatology and Syphi- 
lology may require such further training in each of the special 
fields coming under its jurisdiction as in its judgment such 
field may require, provided that the additional requirements 
for each special field are clearly set forth in the rules of this 
Board. Additions to requirements shall not go into effect until 
1 year subsequent to the announcement of such change. 


AMERICAN OSTEOPATHIC BOARD OF INTERNAL 
MEDICINE 

H. Earle Beasley, Chairman, Boston 

Clarence E. Baldwin, Philadelphia 

John L. Crowther, Bangor, Me. 

Ralph E. Everal, Detroit 

Stuart F. Harkness, Des Moines, Iowa 

Basil Harris, Los Angeles 

Neil R. Kitchen, Detroit 

Paul B. McCracken, Los Angeles 

Glennard E. Lahrson, Secretary-Treasurer, Oakland, Calif. 


DEFINITION OF SPECIALTY PRACTICE 


The practice of internal medicine shall consist of and in- 
clude the diagnosis and the nonsurgical treatment of diseases 
of the internal organs, including respiratory, circulatory, diges- 
tive, metabolic, and endocrine systems, excluding the manage- 
ment of diseases of the central nervous system, reproductive 
apparatus, and organs of special sense. 
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REQUIREMENTS FOR CERTIFICATION 


A. Educational Qualifications—To be eligible to receive 
a certificate of specialization from the American Osteopathic 
Board of Internal Medicine the applicant must meet all of the 
minimum requirements as set forth in the Bylaws of the 
American Osteopathic Board of Internal Medicine, Article IV, 
Sections 1, 2 and 3. 


The 3-year period of training related to the specialty as re- 
quired in the Bylaws, Article IV, Section 1, (f) is further 
defined : 


1. A period of not less than 3 years of training related to 
this specialty shall be required, after the required 1-year in- 
ternship or its equivalent, but not necessarily running 3 consec- 
utive years. This Board may modify the requirement of 3 
years’ specialty training by allowing a credit of 1 year of spe- 
cialty training for each 5 years of specialty practice for a 
total credit of not to exceed 2 years of the requirement for 
physicians who graduated prior to 1946, but in no case may 
such applicant be accepted for examination without at least 1 
year of specialty training as defined. 


A year of specialty training shall be interpreted to mean 12 
months; a training hour is interpreted to mean a platform 
hour. This training shall include: 


1. Advanced study in the sciences: anatomy, physiology, 
biochemistry, pathology, pharmacology, and such other basic 
sciences as are necessary to a mature and comprehensive un- 
derstanding of the prevention, diagnosis, therapy, and manage- 
ment of the disorders involved in this specialty. 

2. Active experience in diagnosis and treatment in such 
amount and diversity that it will assure adequate training in 
this special field. 


3. To obtain a mature and comprehensive understanding 
of the Basic Sciences this Board recommends a minimum of 
160 hours of basic science instruction on the graduate level, 
divided as follows: 

Anatomy 
Physiology 
Pathology 
Biochemistry 
Bacteriology 20 hours 
Pharmacology 21 hours 


4. Didactic and clinical instruction to assure adequate 
training in this specialty is recommended in the various fields 
of internal medicine totaling 320 hours. This instruction must 
include cardiology, electrocardiography, peripheral vascular dis- 
eases, medical diseases of the kidney, gastroenterology, met- 
abolic diseases, endocrinology, hematology, clinical pathology, 
respiratory diseases, diseases of the biliary system, musculo- 
skeletal system, x-ray interpretation, ophthalmoscopy, and os- 
teopathic principles and therapeutics including materia medica 
as these relate to internal medicine. 

5. The special training may be provided in colleges, lab- 
oratories, clinics, hospitals, or other facilities satisfactory to 
this Board, which may include: 

a. Preceptorship—All preceptorship training programs 
must be approved by the Committee on Accreditation of Post- 
graduate Training and the Board of Trustees of the American 
Osteopathic Association on recommendation of this Board. The 
preceptorship training program shall be full time for a period 
of 3 years, but not necessarily running 3 consecutive years. 
The preceptor training program shall be previously submitted 


30 hours 
37 hours 
37 hours 
15 hours 


to and approved by the Committee on Accreditation of Post-: 


graduate Training of the American Osteopathic Association 
and the Board of Trustees of the American Osteopathic Asso- 
ciation on recommendation of this Board. The preceptor and 
trainee must likewise be qualified and approved by the above 
agencies. The trainee may not maintain an independent practice. 

b. Full-time Assistantship—The assistantship must ex- 
tend for a minimum period of 3 years to a certified internist 
acceptable to this Board. A full explanation of the scope and 
diversity of practice, together with any other information that 
may be from time to time requested, shall be presented to this 
Board for approval. 

c. Residency.—Full-time residency in internal medicine 
shall be in a hospital approved for residency training by the 
Bureau of Hospitals of the American Osteopathic Assotiation. 
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Appropriate credit toward the special training requirement of 
this Board shall be allowed for full-time approved residencies 
of 1, 2, or 3 years in internal medicine. 


6. It shall be this Board’s duty to assist applicants in de- 
termining a suitable program of special training, but it is not 
this Board’s function to supply the training. This Board will 
recognize as proper institutions for securing this training those 
institutions which are approved for special training by the ap- 
proving agencies of the American Osteopathic Association, to- 
gether with such others as this Board may determine to possess 
facilities and personnel adequate to provide proper training. 
An affidavit shall be furnished on request of the Board. 

B. Membership Requirements—Membership qualifications 
are those as stated in the Bylaws of the American Osteopathic 
Board of Internal Medicine, Section 1, (c). 

C. Graduation Requirements—The graduation require- 
ments with exceptions are those as stated in the Bylaws of the 
American Osteopathic Board of Internal Medicine, Article IV, 
Section 2. 


D. Years of Specialty Practice Required—The applicant 
must have practiced as a specialist in the field of internal medi- 
cine for a period of at least 2 years subsequent to the minimum 
of 3 years of special training, as defined by this Board, before 
he is eligible for examination. 


E. Percentage of Practice in Internal Medicine.—The ap- 
plicant is expected to have practiced according to the “Defini- 
tion of the Practice of Internal Medicine” as printed in the 
Regulations and Requirements of the American Osteopathic 
Board of Internal Medicine. An affidavit shall be furnished on 
request of the Board. 


F. Case Records—Specially prepared case records for 
presentation to the Board are not required, however, during the 
investigation by the Credentials Committee the applicant’s office 
and/or hospital records shall be made available on request of 
the Committee. Such original records are not to be removed 
from the office or hospital. 

G. Thesis or Copy of Published Articles—Authenticated 
copies of published articles are to be furnished on request of 
the Credentials Committee. No thesis is required. 

H. Privilege of Re-Examination—No applicant will be 
re-examined within a period of 1 year following an initial 
failure. Re-application will be necessary to retake the examina- 
tion. If the applicant fails the second examination, a 2-year 
period of further special study and practice satisfactory to the 
American Osteopathic Board of Internal Medicine is required. 
A re-application will be necessary to retake the examination 
after the second failure. 


AMERICAN OSTEOPATHIC BOARD OF NEUROLOGY 
AND PSYCHIATRY 


Fred M. Still, Chairman, Macon, Mo. 

Floyd E. Dunn, Vice Chairman, Kansas City, Mo. 

K. Grosvenor Bailey, Los Angeles 

Cecil Harris, Philadelphia 

Thomas J. Meyers, Secretary-Treasurer, Pasadena, Calif. 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of this Board, the 
following divisions of practice are defined: 

a. The specialty of neurology shall consist of that division 
of the practice of osteopathic medicine embracing disorders 
of the organic nervous system. It shall include all diagnostic 
procedures and examination technics giving an understanding 
of the problems involved. Included will be conditions affect- 
ing the peripheral nerves, as well as the brain and central 
nervous system, the autonomic system, and endocrine syn- 
dromes. Specific conditions such as epilepsy, migraine, tics, 
etc., are included. It does not include neurosurgery. 

b. The specialty of psychiatry includes that division of 
the practice of osteopathic medicine involving functional and 
organic disturbances of the mind, emotions, and nervous sys- 
tem. It includes personality problems, addictions, behavior 
difficulties, insanities, marital problems, and sexual and social 
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anomalies. It covers counseling and psychotherapy in all its 
aspects, as well as diagnostic methods leading to an under- 
standing of the dynamics of the mind. It includes legal and 
child psychiatry and the field of psychosomatics. It includes 
electroshock, hydrotherapy, electronarcosis, and other physical 
modalities applied to the treatment of the mentally ill. It 
does not include neurosurgery. 

c. The specialty of neurology and psychiatry includes 
the definitions of neurology and of psychiatry, as stated in 
a. and b. above. 


Note: For the definition of neurosurgery and for the 
requirements, see American Osteopathic Board of Surgery. 


REQUIREMENTS FOR CERTIFICATION 


Sec. 1. To be eligible to receive a certificate of specializa- 
tion from the American Osteopathic Board of Neurology and 
Psychiatry the applicant must meet all of the following mini- 
mum requirements, excepting as provided in Article IV, Sec- 
tion 3 and Section 4 of the Bylaws: 


(a) He must have graduated from an approved osteo- 
pathic college. 


(b) He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

(c) He must have been a member in good standing of 
the American Osteopathic Association and of his state or divi- 
sional society for a continuous period of at least 3 years imme- 
diately prior to application for examination by this Board. 

(d) He must have satisfactorily completed an internship 
of at least 1 year in a hospital approved for intern training 
by the American Osteopathic Association or satisfactory to 
this Board. If graduated in 1942 or prior thereto, the appli- 
cant must have had training of value equivalent to that of an 
acceptable internship as determined by this Board. 

(e) He must be able to show evidence of conformity 
to the standards set in the Code of Ethics of the American 
Osteopathic Association. : 

(f£) A period of not less than 3 years of training related 
to the specialty shall be required, after the required 1-year 
internship, or its equivalent, but not necessarily running 3 
consecutive years. This Board may modify the requirement 
of 3 years’ specialty training by allowing a credit of 1 year 
of specialty training for each 5 years of specialty practice for 
a total credit of not to exceed 2 years of the requirement, for 
physicians who graduated prior to 1946, but in no case may 
such applicant be accepted for examination without at least 
1 year of specialty training as defined. For certification in 
neurology and psychiatry, the training period shall be not less 
than 5 years. This training shall include: 

(i) Advanced study in the sciences: anatomy, physi- 
ology, biochemistry, pathology, pharmacology, and such other 
basic sciences as are necessary to a mature and comprehensive 
understanding of the prevention, diagnosis, therapy, and man- 
agement of the disorders involved in the specialty. 

(ii) Active experience in diagnosis and treatment in 
such amount and diversity that it will assure adequate training 
in the special field. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or studying 
under the preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. It shall be this 
Board’s duty to assist applicants in determining a suitable 
program of special training. This Board will recognize as 
proper institutions for securing this training those institutions 
which are approved for special training by the approving 
agencies of the American Osteopathic Association, together 
with such others as this Board may determine to possess 
facilities and personnel adequate to provide proper training. 

(g) He must practice as a specialist in his field for a 
period of at least 2 years subsequent to the minimum years of 
special training. At least 80 per cent cf the applicant’s practice 
must be in the specialty field. 
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(h) Following satisfactory compliance with the pre- 
scribed requirements as to special training and specialty prac- 
tice, the applicant shall be required to pass appropriate exami- 
nations planned to evaluate his understanding of the scientific 
bases of the problems involved in the specialty, his familiarity 
with the current advances in the special field, and the posses- 
sion of sound judgment and of a high degree of skill in the 
diagnostic and therapeutic procedures involved in the practice 
of the specialty. Oral, written, and clinical examinations shall 
be conducted and required in the case of each applicant. 
Boards of specialty certification may conduct their oral and 
written examinations at the end of the required years of spe- 
cialty training, but shall not conduct the practical or clinical 
examination until the required 2 years of specialty practice 
have been completed. The members of this Board shall per- 
sonally review, if not perform, the grading of each written 
examination. The conduct of the clinical examinations may be 
delegated to committees of not fewer than two individuals ma- 
turely qualified in the specialty. A full description of the 
method of conducting the examination shall be formulated in 
this Board’s Rules of Procedure, and provision for re-examina- 
tion shall be made. 


Sec. 2. In the case of any applicant who was engaged in 
the practice of his specialty by 1939, or prior thereto, and 
who graduated prior to 1936, and who meets the general 
requirements stated in Section 1, (a), (b), (c), (d), and (e) 
above and has maintained appropriate activity in American 
Osteopathic Association organization work, specialty societies, 
hospital staff work, the pursuit of periodic postgraduate work, 
contributions to professional literature, or otherwise has indi- 
cated his consistent interest and competence in his special field, 
the requirements of Article IV, Section 1, paragraphs (f) and 
(h) may be waived, and he may be recommended for certifica- 
tion after passing an appropriate oral and/or clinical examina- 
tion. 

Sec. 3. Subject to the recommendations of the Advisory 
Board for Osteopathic Specialists and to the approval of the 
Board of Trustees of the American Osteopathic Association, 
the American Osteopathic Board of Neurology and Psychiatry 
may require such further training in each of the special fields 
coming under its jurisdiction as in its judgment such field may 
require, provided that the additional requirements for each 
special field are clearly set forth in the rules of this Board. 
Additions to requirements shall not go into effect until 1 year 
subsequent to the announcement of such change. 


AMERICAN OSTEOPATHIC BOARD OF OBSTETRICS 
AND GYNECOLOGY 

Dorothy J. Marsh, Chairman, Los Angeles 

A. J. Still, Vice Chairman, Flint, Mich. 

Margaret Jones, Kansas City, Mo. 

Julian L. Mines, Los Angeles 

Delle A. Newman, Oak Park, Mich. 

Homer R. Sprague, Lakewood, Ohio 

Arthur B. Funnell, Denver 

Harold C. Bruckner, Flint, Mich. 

Jacquelin Bryson, Secretary-Treasurer, Denver 


DEFINITION OF SPECIALTY PRACTICE 


a. Obstetrics: The practice of obstetrics shall be defined 
as the diagnosis and management of all states presented in 
cases of pregnancy from the time of conception through the 
postpartum period by use of any or all means excepting 
those involving laparotomy or vaginal cesarian section. 


b. Gynecology: The practice of gynecology shall be 
defined as the diagnosis and treatment of diseases peculiar 
to the female, and because of the close relationship does not 
exclude affections of the mammary gland and urinary tract 
in the female, but does exclude all major surgical procedures. 


c. Obstetrical-Gynecological Surgery: The practice of 
obstetrical-gynecological surgery shall be defined as major 
operative procedures within the abdomen and pelvis upon the 
female generative system or structures related thereto, and 
major plastic procedures upon the vaginal tract, by manual 
and instrument means. 


— 


REQUIREMENTS FOR CERTIFICATION 


To be eligible to receive a certificate of specialization 
from the American Osteopathic Board of Obstetrics and 
Gynecology the candidate must meet all of the following 
minimum requirements : 

a. He must be a graduate of an approved osteopathic 
college. 

b. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

c. He must have been a member in good standing of the 
American Osteopathic Association and of his state or divi- 
sional society for’ a continuous period of at least 3 years prior 
to application for examination by this Board. 

d. He must have satisfactorily completed an internship of 
at least 1 year in a hospital approved for intern training by 
the American Osteopathic Association or satisfactory to this 
Board. If graduated in 1942 or prior thereto, the applicant 
must have had training of value equivalent to that of an 
acceptable internship as determined by this Board. 

e. He must be able to show evidence of conformity to 
the standards set in the Code of Ethics of the American 
Osteopathic Association. 

f. A period of not less than 3 years of training related 
to the specialty shall be required, after the required 1-year 
internship, or its equivalent, but not necessarily immediately 
following the internship nor running 3 consecutive years, 
except that in the case of applicants who graduated prior 
to 1946, this Board may modify the requirement of 3 years of 
specialty training by allowing a credit of 1 year of specialty 
training for each 5 years of specialty practice for a total 
credit of not to exceed 2 years of the requirement, but in no 
case may such an applicant graduated prior to 1946 be accepted 
for examination without at least 1 year of specialty training 
as defined. This training shall include: 

(i) Advanced study in the sciences: anatomy, physiology, 
biochemistry, pathology, pharmacology, and such other basic 
sciences as are necessary to a mature and comprehensive 
understanding of the prevention, diagnosis, therapy, and man- 
agement of the disorders involved in the specialty. 

A minimum of 100 clock hours shall be required in 
the basic science training programs, subdivided as follows: 

(a) A minimum of 10 clock hours each“in the follow- 
ing subjects: anatomy, physiology, biochemistry, pathology, 
and pharmacology. 

(b) The remainder of the minimum required hours 
may be taken in any of the subjects mentioned or in other 
basic sciences related to the specialty. 

(ii) Active experience in diagnosis and treatment in 
such amount and diversity that it will assure adequate training 
in the special field. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or studying 
under the preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. 

It shall be this Board’s duty to assist applicants in 
determining a suitable program of special training, but it is 
not this Board’s function to supply the training. 


This Board will recognize as proper institutions for 


securing this training those institutions which are approved 
for special training by the approving agencies of the American 
Osteopathic Association, together with such others as this 
Board may determine to possess facilities and personnel 
adequate to provide proper training. 

g. He must practice as a specialist in his field for a 
period of at least 2 years subsequent to the minimum 3 years 
of special training prior to being examined. 

Percentage of practice in the field covered by this specialty 
shall not be less than 60 per cent. An affidavit of proof of 
practice may be called for by this Board from the applicant. 

h. Number of case records: 

1. The applicant must show proof of handling, on his 
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own responsibility, not less than 200 obstetrical cases, 10 per 
cent of which shall be of a pathological nature. 

2. The applicant must show proof of handling as the 
responsible physician 100 gynecological cases in which he 
shall have: 

(a) made a complete examination including laboratory 
studies, 

(b) determined a diagnosis, 
‘ (c) recommended a major surgical treatment, 

(d) observed the surgical correction of the pathology 
found, and 

(e) followed the patient through her convalescence to 
recovery. 

3. The applicant shall send to the Secretary of this 
Board copies of fifteen obstetrical case records on standard 
hospital forms including antepartum, labor, delivery, post- 
partum, laboratory records and procedures. Also, ten complete 
case records pertaining to the more common nonsurgical 
gynecological problems shall be presented. 

4. Proof of facts of the above may be requested by 
this Board. 

5. These records become the property of the Board 
and shall be placed on file with the Secretary for a minimum 
of 3 years. 

i. The applicant shall furnish affidavit of having been 
first assistant to a qualified specialist on not less than 200 
cases of a gynecological nature and 100 cases of an obstetrical 
nature as covered by this Board. 

j. Thesis: 

1. The applicant shall submit reprints or copies of rep- 
resentative articles which he has had published or has prepared 
for publication. The thesis, a monograph, shall be original 
investigation in the specialty field as done by the applicant 
or a review of the literature to which the applicant shall add 
personal experiences referable to the subject matter. 

2. The Board shall submit to the applicant three titles 
as suggestions for the monograph. If these are not acceptable 
to the applicant, the applicant may submit a title of his choice 
to the Board for consideration and approval by the Board. 

3. The title of the thesis must be approved by this 
Board and that title will be recorded in the office of the 
Secretary of this Board. 

4. The form of the thesis is to follow a style book 
of the applicant’s choosing. The author and title of the 
style book are to be included in the bibliography. 

5. Sufficient copies are to be submitted to the Secretary 
of the Board that would permit distribution of the thesis to 
the members of the Examination Committee. 

k. In the case of any applicant who was engaged in 
the practice of his specialty by 1939 or prior thereto, and 
who graduated prior to 1936, and who meets the general 
requirements as stated in Article IV, Section 1, (a), (b), 
(c), (d), and (e) of the Bylaws of this Board, and has 
maintained appropriate activity in the American Osteopathic 
Association organization work, specialties, societies, hospital 
staff work, the pursuit of periodic postgraduate work, con- 
tributions to professional literature, or otherwise has indicated 
his consistent interest and competence in his special field, the 
requirements of Article TV, Section 1, paragraphs (f) and 
(h) of the Bylaws of this Board may be waived, and he 
may be recommended for certification after passing an appro- 
priate oral and/or clinical examination. 

1. Obstetrical-Gynecological Surgery: 

The applicant must first receive his certification in obstet- 
rics and gynecology by examination from the American 
Osteopathic Board of Obstetrics and Gynecology. 

The American Osteopathic Board of Obstetrics and 
Gynecology shall recommend to the American Osteopathic 
Board of Surgery the applicant (who has already been cer- 
tified in obstetrics and gynecology) for examination in 
obstetrical-gynecological surgery. 

The applicant shall file a regular application with the 
American Osteopathic Board of Surgery stating his request 
to be certified in obstetrical-gynecological surgery. 

The applicant must meet the requirements established in 
conformance with the Standard Constitution and Bylaws of 
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Certifying Boards approved by the Advisory Board for Osteo- 
pathic Specialists and the Board of Trustees of the American 
Osteopathic Association. 

Upon approval of the application for examination, the 
American Osteopathic Board of Surgery shall recommend 
the applicant for certification in obstetrical-gynecological sur- 
gery to the Advisory Board for Osteopathic Specialists in 
the regular procedure. 

special certificate shall be issued in  obstetrical- 
gynecological surgery by the American Osteopathic Board of 
Surgery, signed by the Chairman and Secretary of the 
American Osteopathic Board of Obstetrics and Gynecology, 
Chairman and Secretary of the American Osteopathic Board 
of Surgery, and the Executive Secretary of the American 
Osteopathic Association. 

For requirements, see American Osteopathic Board of 
Surgery. 


AMERICAN OSTEOPATHIC BOARD OF OPHTHALMOLOGY 
AND OTORHINOLARYNGOLOGY 
Preston J. Stack, Chairman, Los Angeles 
J. Ernest Leuzinger, Vice Chairman, Philadelphia 
Lyman A. Lydic, Dayton, Ohio 
C. L. Attebery, Kirksville, Mo. 
C. M. Mayberry, East Liverpool, Ohio 
Ralph S. Licklider, Secretary-Treasurer, Columbus, Ohio 


DEFINITION OF SPECIALTY PRACTICE 

Sec. 1. For the purpose of the operation of this Board, 
the following divisions of practice are defined: 

(a) The practice of ophthalmology shall consist of the 
diagnosis and treatment of the disorders and diseases of the 
eye and its adnexa, including refraction. 

(b) The practice of otorhinolaryngology shall include 
the diagnosis and treatment of disorders and diseases of the 
ear, nose, and throat. It may include such other specialties 
as have a definite relationship to otorhinolaryngology. 

(c) The practice of orofacial plastic surgery shall in- 
clude the diagnosis, medical and surgical treatment and 
repair of developmental, congenital and acquired deformities 
of the mouth and face, to include the entire area of the head 
and neck. 


REQUIREMENTS FOR CERTIFICATION 


Sec. 1. To be eligible to receive a certificate of specializa- 
tion from the American Osteopathic Board of Ophthalmology 
and Otorhinolaryngology the candidate must meet all of the 
following minimum requirements, excepting as provided in 
Section 3 and Section 4 of this Article: 

(a) He shall have been graduated from an approved 
osteopathic college. 

(b) He shall be licensed to practice in the state or 
territory where he conducts his practice. 

(c) He shall have been a member in good standing of 
the American Osteopathic Association and of his state or 
divisional society for a continuous period of at least 3 years 
immediately prior to application for examination by this 
Board, and, if successful in passing his examination, he shall 
remain a member in good standing in the American Osteo- 
pathic Association and in his state or divisional society. 

(d) He shall have had an internship of at least 1 year 
in a hospital approved for intern training by the American 
Osteopathic Association, or satisfactory to the American 
Osteopathic Board of Ophthalmology and Otorhinolaryngology. 
If the applicant was graduated in 1942, or prior thereto, he 
must furnish evidence of training of equal value to that of 
an acceptable internship, satisfactory to the American Osteo- 
pathic Board of Ophthalmology and Otorhinolaryngology. 

(e) He shall be, and if certified continue to be, favorably 
known and recognized in his community and by his clientele 
as an osteopathic physician who is specializing in the practice 
of ophthalmology and/or otorhinolaryngology, in orofacial 
plastic surgery, or a specialty coming under the jurisdiction 
of this Board, and must be able to show evidence of con- 
formity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 
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(f) He shall provide notarized documentary evidence of 
a minimum of 3 years of special training in ophthalmology 
and/or otorhinolaryngology, or in orofacial plastic surgery, 
after the required 1 year of internship, or its equivalent, 
but not necessarily immediately following the internship, nor 
running 3 consecutive years. In the case of applicants who 
graduated prior to 1946, this Board may modify the require- 
ment of 3 years of specialty training by allowing a credit of 1 
year of specialty training for each 5 years of specialty prac- 
tice, for a total of not to exceed 2 years of the requirement, 
but in no case may such applicant be accepted for examination 
without at least 1 year of specialty training. This training 
shall include: 

(i) Advanced study in the sciences: anatomy, physiology, 
biochemistry, pathology, pharmacology, and such other basic 
sciences as are necessary to a mature and comprehensive 
understanding of the prevention, diagnosis, therapy, and 
management of the disorders involved in the specialty. 

(ii) Active experience in diagnosis and treatment in such 
amount and diversity that it will assure adequate training in 
the special field. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or studying 
under the preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. 

(a) The training may consist of a 5-year assistantship 
to a certified specialist approved by this Board and by the 
approving agencies of the American Osteopathic Association, 
during which time he will have assisted in at least 300 
major surgical operations and shall have devoted at least 50 
per cent of his time to the training program, followed by at 
least 2 years of successful specialty practice. 

(b) The training may consist of 3 years of full-time 
assistantship to a certified specialist approved by this Board, 
and by the approving agencies of the American Osteopathic 
Association, in both hospital and office practice, followed by 
at least 2 years of successful specialty practice. 

(c) The training may consist of an approved hospital 
residency in the specialty of not less than 2 years’ time, 
followed by 2 years’ assistantship to a certified specialist 
approved by this Board and 2 years of successful specialty 
practice. 

It shall be this Board’s duty to assist applicants in 
determining a suitable program of special training, but it is 
not this Board’s function to supply the training. This Board 
will recognize as proper institutions for securing this training 
those institutions which are approved for special training by 
the approving agencies of the American Osteopathic Asso- 
ciation, together with such others as this Board may determine 
to possess facilities and personnel adequate to provide proper 
training. 

(g) He shall provide notarized documentary evidence 
that he has performed 100 major surgical operations in which 
he was the responsible surgeon. 

(h) He shall present detailed case records acceptable to 
the American Osteopathic Board of Ophthalmology and Oto- 
rhinolaryngology of twenty-five major procedures in which 
he was the responsible surgeon, and handled within the past 
5 years. These records shall include history, physical examina- 
tion, routine laboratory work, special laboratory work, pre- 
operative diagnosis, detailed findings, detailed operative pro- 
cedure, postoperative diagnosis, the progress notes, gross and 
histological description and diagnosis of excised tissue, and 
a case summary. 

(i) An applicant for certification by this Board who 
graduated prior to 1936, and who was engaged in the practice 
of his specialty by 1939 or prior thereto, and who meets 
the general requirements stated in Section 1, (a), (b), (c), 
and (d), and who has maintained appropriate activity in the 
American Osteopathic Association organization work, specialty 
societies, hospital staff work, the pursuit of periodic post- 
graduate work, contributions to professional literature, or 
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otherwise has indicated his consistent interest and competence 
in his special field, the requirements of this article Section 1, 
paragraphs (f) and (h) may be waived, and he may be 
recommended for certification after passing an appropriate 
oral and/or clinical examination. 

(j) As a primary prerequisite for certification in a 
specialty under the jurisdiction of this Board, the applicant 
must show evidence of a well-developed understanding of the 
osteopathic principles and a demonstrated ability to apply 
these principles. 


AMERICAN OSTEOPATHIC BOARD OF PATHOLOGY 

Robert P. Morhardt, Chairman, South Pasadena, Calif. 

Dorsey A. Hoskins, Vice Chairman, Kansas City, Mo. 

Otterbein Dressler, Detroit 

William J. Loos, Detroit 

Grover C. Stukey, Port Arthur, Tex. 

Norman W. Arends, Secretary-Treasurer, 
Woods, Mich. 


Huntington 


DEFINITION OF SPECIALTY PRACTICE 


Sec. 1. For the purpose of the operation of this Board 
the following divisions of practice are defined: 

(a) The practice of clinical pathology shall consist of 
and include all phases of general clinical laboratory work, 
hematology, bacteriology, mycology, parasitology, serology, 
toxicology, and applied biochemistry. 

(b) The practice of pathology shall consist of and in- 
clude surgical pathology, autopsy surgery, histopathology, and 
clinical pathology. 


REQUIREMENTS FOR CERTIFICATION 


Sec. 1. To be eligible to receive a certificate of spe- 
cialization from the American Osteopathic Board of Pathology 
the applicant must meet’all of the following minimum require- 
ments, excepting as provided in Section 3 and Section 4 of 
this Article: 

(a) He must be a graduate of an approved osteopathic 
college. 

(b) He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

(c) He must have been a member in good standing of the 
American Osteopathic Association and of his state or divi- 
sional society for a continuous period of at least 3 years 
immediately prior to application for examination by this Board. 

(d) He must have satisfactorily completed an internship 
of at least 1 year in a hospital approved for intern training 
by the American Osteopathic Association or satisfactory to 
this Board. If graduated in 1942 or prior thereto, the appli- 
cant must have had training of value equivalent to that of an 
acceptable internship as determined by this Board. 

(e) He must be able to show evidence of conformity 
to the standards set in the Code of Ethics of the American 
Osteopathic Association. 

(f) A period of not less than 3 years of training related 
to the specialty shall be required, after the required 1-year 
internship, or its equivalent, but not necessarily running 3 
consecutive years. This Board may modify the requirement 
of 3 years’ specialty training by allowing a credit of 1 year 
of specialty training for each 5 years of specialty practice 


for a total credit of not to exceed 2 years of the requirement, _ 


for physicians who graduated prior to 1946, but in no case 
may such applicant be accepted for examination without at 
least 1 year of specialty training as defined. This training 
shall include: 

(i) Advanced study in the sciences: anatomy, physiology, 
biochemistry, pharmacology, and such other basic sciences as 
are necessary to a mature and comprehensive understanding 
of the prevention, diagnosis, therapy, and management of the 
disorders involved in the specialty. 

(ii) Active experience in diagnosis and treatment in such 
amount and diversity that it will assure adequate training in 
the special field. ; 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to 
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this Board, or by serving an acceptable assistantship to or 
studying under the preceptorship of a qualified specialist in 
this field, supplemented by prescribed study conforming to a 
plan approved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. It shall be this 
Board’s duty to assist applicants in determining a suitable 
program of special training, but it is not this Board’s function 
to supply the training. This Board will recognize as proper 
institutions for securing this training those institutions which 
are approved for special training by the approving agencies 
of the American Osteopathic Association, together with such 
others as this Board may determine to possess facilities and 
personnel adequate to provide proper training. 

(zg) He must practice as a specialist in his field for a 
period of at least 2 years subsequent to the minimum 3 years 
of special training. Specialty practice is defined as a minimum 
of 90 per cent of the time occupied in professional practice 
in the specific specialty, which may include active practice, 
teaching of pathology, or administration of a department 
of pathology or research. An affidavit in regard to the above 
may be required by the Credentials Committee of this Board 
in evaluating the applicant’s application. 

(h) Following satisfactory compliance with the prescribed 
requirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases 
of the problems involved in the specialty, his familiarity with 
the current advances in the special field, and the possession 
of sound judgment and of a high degree of skill in the 
diagnostic and practical procedures involved in the practice 
of the specialty. Oral, written, and practical examinations 
shall be conducted and required in the case of each applicant. 
Boards of specialty certification may conduct their oral and 
written examinations at the end of the required 3 years of 
specialty training, but shall not conduct the practical or 
clinical examination until the required 2 years of specialty 
practice have been completed. The members of this Board 
shall personally review, if not perform, the grading of each 
written examination. The conduct of the clinical examinations 
may be delegated to committees of not fewer than two indi- 
viduals maturely qualified in the specialty. 

(i) Applicants desiring examinations for certification 
shall be required to file an application which shall set forth 
the applicant’s qualifications for examination as stated in 
paragraphs (a), (b), (c), (d), (e), (£), and (g) above. 

Sec. 2. In the case of any applicant who was engaged 
in the practice of his specialty by 1939, or prior thereto, and 
who graduated prior to 1936, and who meets the general 
requirements stated in Section 1, (a), (b), (c), (d), and (e) 
above, and has maintained appropriate activity in American 
Osteopathic Association organization work, specialty societies, 
hospital staff work, the pursuit of periodic postgraduate work, 
contributions to professional literature, or otherwise has indi- 
cated his consistent interest and competence in his special 
field, the requirements of Article IV, Section 1, paragraphs 
(f) and (h) may be waived, and he may be recommended 
for certification after passing an appropriate oral and/or 
clinical examination. 

Sec. 3. Subject to the recommendations of the Advisory 
Board for Osteopathic Specialists and to the approval of the 
Board of Trustees of the American Osteopathic Association, 
the American Osteopathic Board of Pathology may require 
such further training in each of the special fields coming under 
its jurisdiction as in its judgment such field may require, 
provided that the additional requirements for each special 
field are clearly set forth in the rules of this Board. Addi- 
tions to requirements shall not go into effect until 1 year 
subsequent to the announcement of such change. 

Sec. 4. In the cases of applicants to whom this Board 
has made definite commitments that a particular training 
program which commenced prior to June, 1947, would meet 
the requirements for admission to examination for certifica- 
tion, the Board may waive such requirements of Article 1V, 
Section 1, paragraphs (d), (f), and (g), as would prevent 
the admission of this applicant to examination. The require- 
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were made shall apply. 


AMERICAN OSTEOPATHIC BOARD OF PEDIATRICS 


William S. Spaeth, Chairman, Philadelphia 

Mary E. Golden, Vice Chairman, Des Moines, Iowa 
Ruth E. Tinley, Philadelphia 

James M. Watson, Los Angeles 

H. Mayer Dubin, Secretary-Treasurer, Los Angeles 


DEFINITION OF SPECIALTY PRACTICE 


The practice of pediatrics shall consist of and include 
the utilization of all of those procedures necessary to the 
study and the management of the care of infants and children, 
as well as the prevention, diagnosis, and treatment of the 
diseases of infants and children from birth up to the average 
age of sexual maturity. 


REQUIREMENTS FOR CERTIFICATION 


Each applicant for certification under the jurisdiction of 
this Board must present evidence that he has met the following 
minimum requirements : 


1. He shall have been graduated from an approved osteo- 
pathic college for at least 6 years prior to consideration of 
his application by the American Osteopathic Board of 
Pediatrics. 

2. He must be licensed to practice in the state or terri- 
tory where he conducts his specialty practice. 

3. He must have been a member in good standing of 
the American Osteopathic Association and of his state or 
divisional society for a continuous period of at least 3 years 
immediately prior to making application for examination by 
this Board. 

4. He shall be, and if certified continue to be, favorably 
known and recognized in his community and by his clientele 
as an osteopathic physician who is specializing in the practice 
of pediatrics and shall publicize his osteopathic affiliation in 
an ethical manner. 

5. He must be able to show evidence of conformance to 
the standards set in the Code of Ethics of the American 
Osteopathic Association. 

6. He shall have satisfactorily completed an internship 
of at least 1 year in a hospital approved for intern training 
by the American Osteopathic Association or other equivalent 
institutional training satisfactory to this Board. If the appli- 
cant was graduated in 1942 or prior thereto, he must have had 
training of value equivalent to that of an acceptable intern- 
ship as determined by this Board. 

7. He shall provide notarized documentary evidence of 
at least 3 years of training related to the specialty after the 
required l-year internship or its equivalent, but not necessarily 
immediately following the internship nor running 3 consecutive 
years. In the case of applicants graduated prior to 1946, the 
Board may modify the requirements of 3 years’ specialty 
training by allowing a credit of 1 year of specialty training for 
each 5 years of specialty practice for a total credit not to 
exceed 2 years of the requirement. In no case may such 
applicant graduated prior to 1946 be accepted for examination 
without at least 1 year of specialty training as defined. This 
specialty training shall include: 

(a) Advanced studies in the sciences: anatomy, physi- 
ology, biochemistry, pathology, pharmacology, bacteriology, 
immunology, parasitology, and such other basic sciences as 
are necessary to a mature and comprehensive understanding 
of the prevention, diagnosis, therapy, and management of the 
disorders involved in the specialty. 

(b) Active experience in such amount and diversity in 
the practice of this specialty that it will ‘assure adequate 
training in the field. The special training may be provided 
in colleges, laboratories, clinics, hospitals, or other facilities 
satisfactory to this Board, or by serving an acceptable assist- 
antship to or studying under the preceptorship of a qualified 
specialist in the field, supplemented by prescribed study con- 
forming to a plan approved by this Board. The minimum 3 
years’ training period may be made up of varying combinations 
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of the several types mentioned above as determined by this 
Board. It shall be this Board’s duty to assist applicants in 
determining a suitable program of specialty training, but it 
is not this Board’s function to supply the training. This 
Board will recognize as proper institutions for securing the 
special training those institutions which are approved by the 
approving agencies of the American Osteopathic Association 
together with such others as this Board may determine to 
possess facilities and personnel adequate to provide proper 
training. 

8. Subsequent to completing the required specialty train- 
ing, the applicant shall have engaged in specialty practice 
for not less than 2 years before admission to certification. 
To be considered as engaging in a specialty practice the 
applicant shall devote 60 per cent or more of his time to 
the practice of pediatrics. 

9. Following satisfactory compliance with the prescribed 
requirements as to specialty training and specialty practice, 
the applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific basis 
of the problems involved in this specialty, his familiarity with 
the current advances in the special field, and the possession 
of sound judgment and of a high degree of skill in the 
diagnostic and therapeutic procedures involved in the practice 
of the specialty. Oral, written, and clinical examinations 
shall be conducted and required in the case of each applicant. 

10. In the case of any applicant who was engaged in 
the practice of his specialty by 1939 or prior thereto and 
who graduated prior to 1936, and who meets the general 
requirements as stated in Article IV, Section 1, (a), (b), 
(c), (d), and (e), of the Bylaws, and has maintained appro- 
priate activity in American Osteopathic Association organiza- 
tional work, specialty societies, hospital staff work, the pursuit 
of periodic postgraduate work, contributions to professional 
literature, or otherwise has indicated his consistent interest 
and competence in his specialty field, the requirements of 
Article IV, Section 1, (f) and (h) of the Bylaws may be 
waived, and he may be recommended for certification after 
passing appropriate oral and/or clinical examinations. 

11. Each applicant for certification coming within the 
jurisdiction of this Board shall prepare and submit for pub- 
lication at least three articles on pediatrics during the 3 
years of specialty training and one article in each of the 2 
years of specialty practice and shall forward copies of these 
articles to the Secretary of the American Osteopathic Board 
of Pediatrics. 


AMERICAN OSTEOPATHIC BOARD OF PROCTOLOGY 


Frank D. Stanton, Chairman, Boston 

Lester J. Vick, Vice Chairman, Amarillo, Tex. 
John M. Spencer, St. Joseph, Mo. 

Carl S. Stillman, Jr., San Diego, Calif. 
Carlton M. Noll, Secretary-Treasurer, Denver 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of clarification the following division of 
specialty practice is defined: 

a. The practice of proctology shall consist of and include 
the treatment of diseases and conditions originating within 
or affecting the anus, rectum, perianal and perirectal areas, 
and related or complicating conditions not including the use 
of major surgery. 


REQUIREMENTS FOR CERTIFICATION 


To be eligible to receive a certificate of specialization 
from the American Osteopathic Board of Proctology, the 
applicant must meet all of the following minimum require- 
ments except as provided in Article IV, Section 2, of the 
Bylaws of the American Osteopathic Board of Proctology. 


a. He must have been graduated from an approved Osteo- 
pathic College at least 5 years prior to application. 

b. He must be licensed to practice in the state or terri- 
tory where he conducts his specialty practice. 

c. He must have been a member in good standing of 


the American Osteopathic Association and of his state or 
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divisional society for a continuous period of at least 3 years 
immediately prior to application for examination by this Board. 

d. He must have satisfactorily completed an internship 
of at least 1 year in a hospital approved for intern training 
by the American Osteopathic Association or other equivalent 
institutional training satisfactory to this Board. If graduated 
in 1942 or prior thereto, the applicant must have had training 
of value equivalent to that of an acceptable internship as 
determined by this Board. 

e. He shall be, and if certified continue to be, favorably 
known and recognized in his community and by his clientele 
as an osteopathic physician who is specializing in the practice 
of proctology and shall publicize his osteopathic affiliation 
in an ethical manner. 

f. He must be able to show evidence of conformity to 
the standards set in the Code of Ethics of the American 
Osteopathic Association. 

g. A period of not less than 3 years of training related 
to the specialty shall be required, after the required 1 year 
internship, or its equivalent, but not necessarily immediately 
following the internship nor running 3 consecutive years, 
except that in the case of applicants who graduated prior to 
1946, the Board may modify the requirement of 3 years 
specialty training by allowing a credit of 1 year of specialty 
training for each 5 years of specialty practice for a total 
credit of not to exceed 2 years of the requirement, but in 
no case may an applicant graduated prior to 1946 be accepted 
for examination without at least 1 year of specialty training 
as defined. This training shall include: 

(i) Advanced study in the sciences: anatomy, physiology, 
biochemistry, pathology, pharmacology, and such other basic 
sciences as are necessary to a mature and comprehensive 
understanding of the prevention, diagnosis, therapy, and man- 
agement of the disorders involved in the specialty. 

(ii) Active experience in diagnosis and treatment in such 
amount and diversity that it will assure adequate training in 
the special field. 

h. He must practice as a specialist in his field for a 
period of at least 2 years subsequent to the minimum 3 years 
of special training. 

i. Training Requirements: 

(1) Active experience in the diagnosis and treatment 
in such amount and diversity that it will assure adequate 
training in the special field. The special training may be 
provided in colleges, laboratories, clinics, hospitals, or other 
facilities satisfactory to this Board, or by serving an acceptable 
assistantship to or studying under the preceptorship of a 
qualified specialist in this field, supplemented by prescribed 
study conforming to a plan approved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of several types mentioned 
above, as determined by this Board. It shall be this Board’s 
duty to assist applicants in determining a suitable program 
of special training, but it is not the Board’s function to 
supply the training. This Board will recognize as proper 
institutions for securing this training those institutions which 
are approved for special training by the approving agencies 
of the American Osteopathic Association, together with such 
others as this Board may determine to possess facilities and 
personnel adequate to provide proper training. 

j. Follewing satisfactory compliance with the prescribed 
requirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases 
of the problems involved in the specialty, his familiarity with 
the current advances in the special field, the possession of 
sound judgment, and a high degree of skill in the diagnostic 
and therapeutic procedures involved in the practice of the 
specialty. Oral, written, and clinical examinations shall be 
conducted and required in the case of each applicant. This 
Board of specialty certification may conduct its oral and 
written examinations at the end of the required 3 years of 
specialty training, but shall not conduct the practical or clinical 
examination until the required 2 years of specialty practice 
have been completed. The members of this Board shall per- 
sonally review, if not perform, the grading of each written 
examination. The conduct of the clinical examinations may 
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be delegated to committees of not fewer than two individuals 
maturely qualified in the specialty. 

k. In the case of any applicant who has engaged in the 
practice of his specialty by 1939, or prior thereto, and who 
graduated prior to 1936, and who meets the general require- 
ments stated in Section 1, (a), (b), (c), (d), and (e) of 
the Bylaws of this Board, and has maintained appropriate 
activity in the American Osteopathic Association, specialty 
societies, hospital staff work, the pursuit of periodic post- 
graduate work, contributions to professional literature, or 
Otherwise has indicated his consistent interest and competence 
in his special field, the requirements of Article 1, paragraphs 
(f) and (h) of the Bylaws of this Board may be waived and 
he may be recommended for certification after passing an 
appropriate oral and/or clinical examination. 

1. Affidavit : 

The applicant shall file with the Secretary of this Board 
an affidavit in duplicate stating the percentage of his practice 
that was proctologic in character during the preceding 
12-month period, based on the number of patients seen. An 
applicant must have a minimum of 75 per cent proctologic 
specialty practice to be eligible to examination. 

m. Case Records: 

The applicant must file with the Secretary of this Board 
true and authentic copies of 200 proctologic case records of 
cases he has cared for within the 4-year interval preceding 
the filing of his application. The applicant must file an affi- 
davit in duplicate certifying that the records are exact copies 
of true and authentic records in his files and that he personally 
cared for the cases represented. The case records and 
affidavit must reach the Secretary of this Board not later 
than April 15th for the applicant to be eligible for examination 
at the following July meeting of this Board. All records so 
received by the Secretary of this Board become the property 
of this Board and are not returnable to the applicant. 

n. Scientific Article: 

The applicant must file with the Secretary of this Board 
by April 15th of the year he desires examination, a 1,000-word 
article on a proctologic subject of his choosing or at the 
dictates of this Board. This Board may accept a previously 
published article on a proctologic subject. Grading of the 
article will be based on English composition and neatness 
as well as upon the subject matter. Scientific articles must 
follow the standard in common use for composition in such 
articles. 


AMERICAN OSTEOPATHIC BOARD OF RADIOLOGY 


A. H. Witthohn, Chairman, Grand Rapids, Mich. 

Clyde C. Henry, Vice Chairman, Denver 

Jack H. Grant, Chicago 

Burwell S. Keyes, Los Angeles 

William L. Tanenbaum, Philadelphia 

D. W. Hendrickson, Secretary-Treasurer, Wichita, Kan. 


DEFINITION OF SPECIALTY PRACTICE 

For the purposes of clarification the following definitions 
of the divisions of the special fields in radiology are given: 

a. The practice of diagnostic roentgenology shall consist 
of and be confined to the performance and interpretation of 
diagnostic roentgenological procedures. 

b. The practice of roentgenology shall consist of and be 
limited to the performance and interpretation of diagnostic 


. roentgenological procedures and the use of roentgen rays in 


therapy. 

c. The practice of radiation therapy shall consist of treat- 
ment of human disease by the use of roentgen rays, radium, 
and artificial radioactive substances. 

d. The practice of radiology shall consist of and include 
the performance and interpretation of diagnostic roentgenolog- 
ical procedures and the diagnosis and treatment of human dis- 
ease by the use of roentgen rays, radium, and artificial radio- 
active substances. 


REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Radiology will accept 
for certification only osteopathic physicians who are specializ- 
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ing in one of the divisions of radiology coming under the 
jurisdiction of this Board. The proportion of specialization in 
practice which is acceptable to the Board may vary according 
to the size of the community and the conditions under which 
the applicant practices. The applicant must be engaged in the 
practice of one of the divisions of radiology coming under the 
jurisdiction of this Board, i.e., roentgenology (diagnostic), 
roentgenology, radiology, or radiation therapy, and he must 
present evidence satisfactory to the Board that he is so prac- 
ticing. 

Each applicant for certification under this Board must pre- 
sent evidence that he has met the following minimum require- 
ments : 

1. He shall have been graduated from an approved osteo- 
pathic college for at least 5 years prior to consideration of his 
application by the Board of Radiology. 

2. He must have been a member in good standing of the 
American Osteopathic Association and of his state or divi- 
sional society for a continuous period of at least 3 years imme- 
diately prior to making application for examination by the 
Board of Radiology. 

3. He shall be, and if certified continue to be, favorably 
known and recognized in his community and by his clientele as 
an osteopathic physician who is specializing in the practice of 
one of the divisions of radiology coming under the jurisdiction 
of this Board and shall publicize his osteopathic affiliations in 
an ethical manner. 

4. He must have satisfactorily completed an internship 
of at least 1 year in a hospital approved for intern training by 
the American Osteopathic Association or satisfactory to this 
Board. If graduated in 1942 or prior thereto, the applicant 
must have had training of value equivalent to that of an ac- 
ceptable internship as determined by this Board. The intern 
year of 9 months as prescribed by the Selective Service Board 
during World War II shall be acceptable as fulfilling this re- 
quirement. 

5. He must be licensed to practice in the state or terri- 
tory where he conducts his specialty practice. 

6. He must be able to show evidence of conformity to 
the standards set in the Code of Ethics of the American Os- 
teopathic Association. 

7. He shall provide documentary evidence of at least 3 
years of training related to the specialty for which he is seek- 
ing certification, after the l-year required internship, or its 
equivalent, but not necessarily immediately following the in- 
ternship nor running 3 consecutive years. In the case of appli- 
cants graduating prior to 1946, the Board may modify the re- 
quirements of 3 years’ specialty training by allowing a credit 
of 1 year of specialty training for each 5 years of specialty 
practice for a total credit not to exceed 2 years of the require- 
ment. In no case may such applicant graduated prior to 1946 
he accepted for examination without at least 1 year of spe- 
cialty training as defined. This special training shall include : 

(a) Advanced study in the sciences: anatomy, physi- 
ology, biochemistry, pathology, pharmacology, and such other 
basic sciences as are necessary to a mature and comprehensive 
understanding of the prevention, diagnosis, therapy, and man- 
agement of the disorders involved in the specialty. 

(b) Active experience in such amount and diversity 
that it will assure adequate training in the special field. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or studying 
under the preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. It shall be this 
Board’s duty to assist applicants in determining a suitable pro- 
gram of special training, but it is not this Board’s function to 
supply the training. This Board will recognize as proper insti- 
tutions for securing this training those institutions which are 
approved for special training by the approving agencies of the 
American Osteopathic Association, together with such others 
as this Board may determine to possess facilities and personnel 
adequate to provide proper training. 


8. In addition to completing the required special training, 
the applicant shall have engaged in specialty practice in his’ 
field for not less than 2 years before admission to certification. 

9. Following satisfactory compliance with the prescribed 
requirements as to special training and special practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases of 
the problems involved in his specialty, his familiarity with the 
current advances in the special field, and the possession of 
sound judgment and of a high degree of skill in the diagnostic 
and therapeutic procedures involved in the practice of his spe- 
cialty. Oral, written, and practical examinations shall be con- 
ducted and required in the case of each applicant. Boards of 
specialty certification may conduct their oral and written ex- 
aminations at the end of the required 3 years of specialty 
training, but shall not conduct the practical or clinical examina- 
tion until the required 2 years of specialty practice have been 
completed. The members of this Board shall personally review, 
if not perform, the grading of each written examination. The 
conduct of the clinical examinations may be delegated to com- 
mittees of not fewer than two individuals maturely qualified 
in the specialty. A full description of the method of conduct- 
ing the examination shall be formulated in this Board's Rules 
of Procedure, and provision for re-examination shall be made. 

10. In the case of any applicant who was engaged in 
the practice of his specialty by 1939, or prior thereto, and who 
graduated prior to 1936, and who meets the general require- 
ments as stated above, and has maintained appropriate activity 
in American Osteopathic Association organization work, spe- 
cialty societies, hospital staff work, the pursuit of periodic 
postgraduate work, contributions to professional literature, or 
otherwise has indicated his consistent interest and competence 
in his special field, the requirements of Article IV, Section 1, 
paragraphs (f) and (h) of the Bylaws may be waived and 
he may be recommended for certification after passing appro- 
priate oral and/or written clinical examination. 

11. Every applicant for certification in any of the fields 
of radiology shall prepare a thesis upon some phase of ra- 
diology as a part of the written examination for certification. 


AMERICAN OSTEOPATHIC BOARD OF SURGERY 


James M. Eaton, Chairman, Philadelphia 

Lucius B. Faires, Vice Chairman, Hollywood, Calif. 
Charles L. Ballinger, Toledo, Ohio 

Howard A. Graney, Des Moines, Iowa 

Don E. Ranney, Grosse Pointe Woods, Mich. 

William G. Stahl, Pomona, Calif. 

K. George Tomajan, Boston 

Ernest G. Bashor, Los Angeles 

Arthur M. Flack, Jr., Secretary-Treasurer, Philadelphia 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of clarification the following divisions of 
specialty practice coming under the jurisdiction of the Ameri- 
can Osteopathic Board of Surgery are defined. 

1. The practice of surgery shall consist of and include 
that branch of medical science, art, and- practice which is con- 
cerned with the correction of deformities and defects, the re- 
pair of injuries, the diagnosis and care of disease, the relief of 
suffering, and the prolongation of life by manual and instru- 
mental means. 

2. The practice of neurosurgery shall consist of and in- 
clude that branch of medical science, art, and practice which is 
concerned with the correction of deformities and defects, the 
repair of injuries, and the diagnosis and care of diseases of the 
nervous system by manual and instrumental means. 

3. The practice of obstetrical-gynecological surgery shall 
consist of and include that branch of medical science, art, and 
practice which is concerned with major operative procedures 
within the abdomen and pelvis upon the female generative sys- 
tem or structures related thereto, and major plastic procedures 
upon the vaginal tract by manual and instrumental means. 

4. The practice of orthopedic surgery shall consist of and 
include that branch of medical science, art, and practice which 
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is concerned with the correction of deformities and defects of 
the bony skeleton and associated structures, the repair of in- 
juries to the bones and joints, and the diagnosis and care of 
diseases of the bones and joints by manual and instrumental 
means. 

5. The practice of peripheral vascular surgery shall con- 
sist of and include that branch of medical science, art, and 
practice which is concerned with the correction of deformities 
and defects of the peripheral vessels, the repair of injuries to 
the peripheral vessels, and the diagnosis and care of peripheral 
vascular diseases by manual and instrumental means. 

6. The practice of plastic surgery shall consist of and in- 
clude that branch of+ medical science, art, and practice which 
is concerned with the repair of injuries and the correction of 
defects and deformities to the integument, muscles, the bony 
skeleton and associated structures of the body by manual and 
instrumental means. 

7. The practice of urological surgery shall consist of and 
include that branch of medical science, art, and practice which 
is concerned with the correction of deformities and defects, 
the repair of injuries, and the diagnosis and care of diseases 
of the urogenital organs by manual and instrumental means. 

8. The practice of anesthesiology shall consist of and in- 
clude that branch of medical science, art, and practice which 
deals with the use of anesthetic agents, the evaluation of the 
patient’s condition with reference to the use of anesthetic 
agents, and the care of complications incident to their use. 


BASIC REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Surgery shall accept 
for examination for certification only osteopathic physicians 
who are specializing in one of the specialty fields coming under 
the jurisdiction of this Board. The proportion of specialization 
in practice which is acceptable to this Board may vary accord- 
ing to the size of the community and the conditions under 
which the applicant practices. 

The applicant must be engaged in the practice of surgery 
or one of the specialty fields coming under the jurisdiction of 
this Board, i.e., neurosurgery, obstetrical-gynecological surgery, 
orthopedic surgery, peripheral vascular surgery, plastic surgery, 
urological surgery, or anesthesiology and he must present evi- 
dence to this Board that he is so practicing. 

It shall be the policy of the American Osteopathic Board 
of Surgery to require each applicant to submit a list of his 
surgical operative procedures (or anesthetic procedures) for 
the previous 12-month period, naming the type of operation, 
the hospital in which the operation was performed, the pa- 
tient’s initials, the hospital case number, the pathologist’s re- 
port, and the case termination. 

This list shall be accompanied by a supplementary list in 
which the operative procedures for the year are broken down 
into segregated totals indicating the number of each type of 
operative procedure performed by the applicant during the 12- 
month period. The totals of both lists must agree. 

It shall be the policy of this Board to require the Creden- 
tials Committee to carefully scrutinize the scope of surgical 
or anesthetic practice represented in each applicant’s report. 
Unless an applicant presents evidence that the scope of his 
specialty practice is sufficiently varied and of a major char- 
acter (as shown by his hospital records) the Credentials 
Committee shall not recommend him for examination without 
a personal interview and a visit by a certified surgeon not 
located in the applicant’s immediate vicinity for the purpose 
of determining the applicant’s scope of practice and other 
pertinent factors. 

It shall be the policy of this Board to admit to examination 
only those surgeons or anesthetists who qualify as recognized 
specialists in their respective fields in the community in which 
they conduct their specialty practice. 

Each applicant for examination for certification in surgery 
or one of the surgical specialty fields coming under the juris- 
diction of the American Osteopathic Board of Surgery must 
present evidence that he has met the following minimum 
requirements : 

1. He shall have graduated from an approved osteopathic 
college at least 7 years prior to consideration of his application 
by this Board. 
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2. He shall be licensed to practice in the state or territory 
where he conducts his specialty practice. 


3. He shall have been a member in good standing of 
the American Osteopathic Association and of his state or 
divisional society for a continuous period of at least 3 years 
immediately prior to making application for examination by 
this Board. 

4. He shall be, and if certified continue to be, favorably 
known and recognized by his clientele as an osteopathic physi- 
cian, who is specializing in the practice of surgery or a 
surgical specialty coming under the jurisdiction of this Board 
and shall publicize his osteopathic affiliations in an ethical 
manner, 


5. He shall be able to show evidence of conformity to 
the standards set in the Code of Ethics of the American 
Osteopathic Association. 


6. He shall have had an internship of at least 1 year 
in a hospital acceptable to this Board. The intern year of 9 
months as prescribed by the Selective Service Board during 
World War II shall be acceptable. For physicians who 
graduated in 1942 or prior thereto this Board may accept 
other qualifications in lieu of internship where the applicant’s 
surgical experience and ability are beyond question. 


7. He shall provide notarized documentary evidence of 
a minimum of 3 years of formal training subsequent to his 
internship. This formal training program must be acceptable 
to this Board and made up, either in whole or in part, of 
(a) an approved surgical residency; -(b) approved preceptor- 
ship training which, after January 1, 1951, shall consist of 
3 years for full-time training programs or 5 years for part- 
time training programs; (c) approved postgraduate work in 
surgery or the surgical sciences in a program acceptable to 
this Board. Not more than 1 year’s credit shall be given for 
postgraduate work in approved graduate school programs. 

During the period of his formal training, he shall have 
assisted in the performance of not less than 400 major surgical 
operations. By “first assistant” is meant one who, in addition 
to acting as first assistant at the operating table, has partici- 
pated actively in the preoperative diagnostic procedures and 
postoperative care. 


In qualifying for examination for certification only one 
credit for first assistantship is allowable for each case done 
by the surgeon regardless of the number of assistants working 
at the table. 

8. He must practice as a specialist in his field for a 
period of at least 2 years subsequent to the minimum 3 years 
of special training prior to being examined. He shall provide 
notarized documentary evidence that he has performed a 
minimum of 200 major surgical operations upon his own 
responsibility subsequent to the completion of the minimum 
required period of formal training. 

9. He shall provide evidence to this Board that he has 
received satisfactory postgraduate training in the surgical 
sciences, including anatomy, physiology, and pathology. 

The applicant who began a specialty training program 
after January 1, 1951, and who has pursued a training pro- 
gram other than a residency approved by the Board of 
Trustees of the American Osteopathic Association shall pro- 
vide evidence to this Board that he has received satisfactory 
postgraduate training in the surgical sciences, including 
anatomy, physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a mature 
and comprehensive understanding of the prevention, diagnosis, 
therapy, and management of the disorders involved in the 
specialty. 

Those applicants who qualify must submit acceptable 
documentary evidence, which may be further investigated at 
the discretion of this Board, of having pursued this advanced 
training in colleges, laboratories, clinics, hospitals, or other 
facilities satisfactory to this Board. 

A minimum of 100 clock hours shall be required in the 
basic science training programs, subdivided as follows: 

(a) A minimum of 10 clock hours each in the following 
subjects: anatomy, physiology, biochemistry, pathology, and 
pharmacology. 

(b) The remainder of the minimum required hours may 
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be taken in any of the subjects mentioned or in other basic 
sciences related to the specialty. 

10. He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board. 

11. He shall present detailed case records, acceptable to 
this Board, of 25 major surgical procedures in which he was 
the responsible surgeon and handled by him as a surgical 
problem within the past 3 years. These records shall include 
history, physical examination, routine and special laboratory 
examinations, preoperative diagnosis, detailed findings, detailed 
operative procedure, postoperative diagnosis, progress notes, 
gross and histological description and diagnosis of the excised 
tissue, and case summary. 

12. In the case of any applicant who was engaged in 
the practice of surgery (or one of the specialty fields of 
surgery coming under the jurisdiction of this Board) by 
1939, or prior thereto, and who graduated prior to 1936, and 
who meets the general requirements stated in Article IV, 
Section 1, (a), (b), (c), (d), and (e) of the Bylaws, and 
who has maintained appropriate activity in American Osteo- 
pathic Association organization work, specialty societies, hos- 
pital staff work, the pursuit of periodic postgraduate work, 
contributions to professional literature, or otherwise has indi- 
cated his consistent interest and competence in his specialty 
field, the requirements of Article IV, Section 1, (f) and 
(h) of the Bylaws may be waived and the applicant may 
be recommended for certification after passing an appropriate 
oral and/or clinical examination. 


NEUROSURGERY 

Each applicant for examination for certification in neuro- 
surgery must present evidence that he has met the minimum 
hasic requirements. 

1. Under requirement No. 7, he shall have assisted in 
the performance of not less than 400 major surgical opera- 
tions, 200 of which must be of a major neurosurgical nature. 

2. Under requirement No. 8, he shall have performed 
a minimum of 200 major surgical operations in which he 
was the responsible surgeon, 100 of which must be of a 
major neurosurgical nature. 

3. Under requirement No. 11, the case records presented 
shall consist of 25 major neurosurgical procedures. 

4. He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board. 

5. If this Board approves his application as to qualifica- 
tions for examination in neurosurgery, the Secretary shall 
request the American Osteopathic Board of Neurology and 
Psychiatry to consider the application and, if acceptable, 
examine the applicant in neurology. 

6. If the applicant is successful before the American 
Osteopathic Board of Neurology and Psychiatry, the American 
Osteopathic Board of Surgery shall he so informed and shall. 
in turn, examine the applicant in neurosurgery. 

7. If the applicant is successful in the examination before 
the American Osteopathic Board of Surgery, this Board shall 
make recommendation for certification to the Advisory Board 
for Osteopathic Specialists according to the regular procedure. 

8. Upon final approval by the Board of Trustees of the 
American Osteopathic Association, a special certificate shall 
be issued in neurosurgery by this Board, signed by the Chair- 
man and Secretary of the American Osteopathic Board of 
Neurology and Psychiatry, in addition to the officers of the 
American Osteopathic Board of Surgery and the Executive 
Secretary of the American Osteopathic Association. 


OBSTETRICAL-GYNECOLOGY SURGERY 

Each applicant for examination for certification in 
obstetrical-gynecolgical surgery must first have received his 
certification in obstetrics and gynecology by examination by 
the American Osteopathic Board of Obstetrics and Gynecology. 
Having been recommended by the American Osteopathic Board 
of Obstetrics and Gynecology for examination in obstetrical- 
gynecological surgery, each applicant shall present evidence 
that he has met the minimum basic requirements. 

1. Under requirement No. 7, he shall have assisted in 
the performance of not less than 400 major surgical opera- 
tions, 200 of which must be of a major obstetrical-gynecological 
nature. Not more than 25 per cent of any one surgical 
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procedure shall be permitted for accreditation towards the 
required number of operative assistantships. 

2. Under requirement No. 8, he shall have performed 
a minimum of 200 major surgical operations in which he was 
the responsible surgeon, 100 of which must be of a major 
obstetrical-gynecological nature. Not more than 25 per cent 
of any one surgical procedure shall be permitted for accredita- 
tion towards the required number of operative procedures 
performed on his own responsibility. 

3. Under requirement No. 11, the case records presented 
shall consist of 25 major obstetrical-gynecological procedures. 

4. He shall demonstrate his fitness to take the examination 
in any other manner required by this Board. 

5. If successful in the examination before the American 
Osteopathic Board of Surgery, this Board shall make recom- 
mendation for certification to the Advisory Board for Osteo- 
pathic Specialists according to the regular procedure. 

6. Upon final approval of the Board of Trustees of the 
American Osteopathic Association, a special certificate shall 
be issued in obstetrical-gynecological surgery by this Board, 
signed by the Chairman and Secretary of the American Osteo- 
pathic Board of Obstetrics and Gynecology, in addition to 
the officers of the American Osteopathic Board of Surgery 
and the Executive Secretary of the American Osteopathic 
Association, 

Physicians certified in surgery by the American Osteo- 
pathic Board of Surgery may apply for change of certification 
in obstetrical-gynecological surgery, by notifying the Secre- 
tary of this Board in writing. Upon receipt of such notifica- 
tion, the Secretary of this Board shall notify the Chairman 
and Secretary of the American Osteopathic Board of Obstet- 
rics and Gynecology of the request for change in certification. 

If no written dissent is received by the Secretary of 
this Board from the American Osteopathic Board of Ob- 
stetrics and Gynecology prior to the next annual meeting of 
the American Osteopathic Board of Surgery, the Secretary 
shall submit the request to this Board at its annual meeting. 
After due investigation, this Board shall act upon the re- 
quested change in certification and transmit its recommendation 
to the Advisory Board for Osteopathic Specialists and the 
Board of Trustees of the American Osteopathic Association 
according to the regular procedure. 


ORTHOPEDIC SURGERY 


Each applicant for examination for certification in ortho- 
pedic surgery must present evidence that he has met the 
minimum basic requirements. 

1. Under requirement No. 7, he shall have assisted in 
the performance of not less than 400 major surgical opera- 
tions, 200 of which must be of a major orthopedic nature. 

2. Under requirement No. 8, he shall have performed 
a minimum of 200 major surgical operations in which he 
was the responsible surgeon, 100 of which must be of a 
major orthopedic nature. 

3. Under requirement No. 11, the case records presented 
shall consist of 25 major orthopedic procedures. 

4. He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board. 


PERIPHERAL VASCULAR SURGERY 


Each applicant for examination for certification in 
peripheral vascular surgery must present evidence that he 
has met the minimum basic requirements. 

1. Under requirement No. 7, he shall have assisted in 
the performance of not less than 400 major surgical opera- 
tions, 200 of which must be of a major peripheral vascular 
nature. 

2. Under requirement No. 8, he shall have performed a 
minimum of 200 major surgical operations in which he was 
the responsible surgeon, 100 of which must be of a major 
peripheral vascular nature. 

3. Under requirement No. 11, the case records presented 
shall consist of 25 major peripheral vascular surgical pro- 
cedures. 

4. He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board, 


PLASTIC SURGERY 


Each applicant for examination for certification in plastic 
surgery must present evidence that he has met the minimum 
basic requirements. 

1, Under requirement No. 7, he shall have completed 
a minimum of 2 years of approved formal surgical training 
either in an approved residency or an approved full-time pre- 
ceptorship training program followed by 1 or more years 
of acceptable training in the specialty field of plastic surgery. 
He shall have assisted in the performance of not less than 
400 major surgical operations, 200 of which must be of a 
major plastic surgical nature. 

2. Under requirement No. 8, he shall have performed 
a minimum of 200 major surgical operations in which he 
was the responsible surgeon, 100 of which must be of a 
major plastic surgical nature. 

3. Under requirement No. 11, the case records presented 
shall consist of 25 major plastic surgical procedures. 

4. He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board. 


UROLOGICAL SURGERY 


Each applicant for examination for certification in uro- 
logical surgery must present evidence that he has met the 
minimum basic requirements. 

1. Under requirement No. 7, he shall have assisted in 
the performance of not less than 400 major surgical operations, 
200 of which must be of a major urological nature. 

2. Under requirement No. 8, he shall have performed 
a minimum of 200 major surgical operations in which he 
was the responsible surgeon, 100 of which must be of a major 
urological nature. 

3. Under requirement No. 11, the case records shall 
consist of 25 major urological procedures. 

4. He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board. 


ANESTHESIOLOGY 


Each applicant for examination for certification in anes- 
thesiology must present evidence that he has met the following 
minimum requirements : 

1. He shall have graduated from an approved osteopathic 
college at least 6 years prior to consideration of his applica- 
tion by this Board. 

2. He shall be licensed to practice in the state or territory 
where he conducts his specialty practice. 

3. He shall have been a member in good standing of the 
American Osteopathic Association and of his state or divi- 
sional society for a continuous period of at least 3 years 
immediately prior to making application for examination by 
this Board. 

4. He shall be, and if certified continue to be, favorably 
known and recognized by his clientele as an osteopathic 
physician who is specializing in the practice of anesthesiology 
and shall publicize his osteopathic affiliations in an ethical 
manner. 

5. He shall be able to show evidence of conformity to 
the standards set in the Code of Ethics of the American 
Osteopathic Association. 

6. He shall have had an internship of at least 1 year 
in a hospital acceptable to this Board. The intern year of 
9 months as prescribed by the Selective Service Board during 
World War IT shall be acceptable. For physicians who gradu- 
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ated in 1942 or prior thereto, this Board may accept other 
qualifications in lieu of internship where the applicant’s anes- 
thetic experience and ability are beyond question. 


7. He shall provide notarized documentary evidence of 
a minimum of 3 years of formal training subsequent to his 
internship. This formal training program must be acceptable 
to this Board and shall include: 

(a) A period of at least 1 year of formal training in 
anesthesiology in a hospital acceptable to this Board. 
* (b) A period of at least 2 years’ special training in 
hospitals, colleges, clinics, laboratories, or other facilities 
satisfactory to this Board, or 2 years of approved preceptor- 
ship training under a qualified specialist in the field of 
anesthesiology, supplemented by prescribed study conforming 
to a plan approved by this Board and including basic training 
of postgraduate level in anatomy, physiology, toxicology, and 
pharmacodynamics. 


During the 3-year period of formal training, there shall 
he evidence of sufficient clinical work in anesthesiology with 
a minimum of 250 anesthetics of a diversified nature admin- 
istered annually. 


Applicants who graduated prior to 1948, in lieu of the 
above requirements, paragraphs (a) and (b), may have spent 
5 years in the practice of anesthesiology, in each year of 
which he administered at least 250 anesthetics of a diversified 
nature. 


8. He shall provide evidence that he has practiced the 
specialty of anesthesiology for a minimum period of 2 
years subsequent to the required 3 years of formal training 
or its equivalent prior to certification. 

9. He shall provide evidence that he has administered 
a minimum of 1250 anesthetics of a diversified nature. 

10. He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board. 

11. He shall present detailed case records, acceptable to 
this Board, of 25 major anesthetic procedures, using an 
outline furnished by this Board, which correlates the prin- 
cipal details of preoperative, operative, and postoperative con- 
duct of the anesthesia. 

12. He shall submit complete anesthetic case records and 
a report of pertinent factors where fatalities resulted within 
24 hours in all patients anesthetized by the applicant during 
the 12-month period immediately prior to making application 
for examination by this Board. 

13. He shall submit a segregated total of all anesthetics 
administered in the 3-year period prior to making application, 
thereby showing the variety of agents and methods of 
anesthesia. 

14. In the case of any applicant who was engaged in 
the practice of anesthesiology by 1939, or prior thereto, and 
who graduated prior to 1936, and who meets the general 
requirements stated in Article IV, Section 1, (a), (b), (c), 
(d), and (e) of the Bylaws, and who has maintained appro- 
priate activity in American Osteopathic Association organiza- 
tion work, specialty societies, hospital staff work, the pursuit 
of periodic postgraduate work, contributions to professional 
literature, or otherwise has indicated his consistent interest 
and competence in the field of anesthesiology, the requirements 
of Article IV, Section 1, (f) and (h) of the Bylaws may 
be waived and the applicant may be recommended for cer- 
tification after passing an appropriate oral and/or clinical 


examination. 
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